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1 INTRODUCTION 
The present dissertation presents an exploratory study on therapist-client interactions 
within a home-based treatment approach of conduct disordered children and adolescents. 
After outlining the current stage of development in the field of family therapy process 
research, the main topics in the present study are summarized. A general model that 
clarifies the position of input, process and outcome variables in psychotherapy will be 
presented. These variables are specified for family therapy. While the present study is 
concentrating on how patterns of therapist-client interaction are related to treatment 
outcome, a summary of empirical results in the general field of psychotherapy is given. 
Basic principles and treatment phases in the Family Project Approach, which is one of the 
recently developed home-based treatments, are discussed further. This chapter closes with 
the hypotheses concerning links between client characteristics, therapist-client interaction 
and therapy outcome. 
1.1 Research Background and Purpose of the Study 
Developmentally, family therapy process research is emerging from infancy and entering 
early childhood (Pinsof, 1988a). Until recently, research in the field of family therapy has 
concerned itself mainly with treatment process or outcome at treatment termination. This 
process-outcome distinction, the primary division within the field of psychotherapy 
research, is superseded by the integration of process and outcome research (Gurman & 
Kniskem, 1992; Pinsof, 1989). At present, most researchers agree that processes such as 
therapist-family interaction should be studied in relation to serial measures of outcome 
(Wynne, 1988a). Family therapy process research is defined as the study of the interaction 
between therapist and family systems. Its goal is to identify change processes in the 
interaction between these systems (Pinsof, 1989, p. 54). As yet, family therapy process 
research has produced hardly any conclusions about how change (e.g., reducing the 
antisocial behaviour of a child) is connected with therapist-client interactions. 
One reason for the laborious and slow rate of progress in family therapy process 
research (its essential task being the discovery of how the therapist system facilitates 
change) is the complexity of the subject (Pinsof, 1981, 1989). Family therapy is a 
particularly complicated form of social interaction compared to the two-member 
interaction in individual therapy. The therapist may speak to the family as a whole, to a 
subsystem or to one family member. Each intervention, regardless of the person(s) to 
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whom it is specifically directed, has potential impact on all family members (Gurman, 
Kniskern & Pinsof, 1986, p. 597). Another hindering factor is the lack of adequate 
micro-theories about change processes in family therapy (Patterson & Chamberlain, 1988; 
Pinsof, 1986,1988a; Reiss, 1988). Most family therapy theories have been formulated at 
a high level of abstraction. It is very difficult to operationally define the variables, at this 
level of general strategies (Hill, 1982; Marmar, 1990). 
Meanwhile several research strategies have been developed to detect patterns in 
therapist-client interactions. Sequential analysis is a promising method, for it provides 
information concerning the contingencies between therapist and client behaviours.This 
information bears upon the importance of timing and may well produce practice-relevant 
results (Russell & Trull, 1986; Wampold & Kim, 1989). 
The actual treatment process is better reflected by patterns in the therapist-client 
interaction than by the frequency of therapist or client behaviours (Greenberg, 1986a, 
1986b; Greenberg & Pinsof, 1986; Marmar, 1990; Russell & Trull, 1986; Shoham-
Salomom, 1990). Study of interactions on the most molecular level (i.e., speech patterns 
of therapist and client) is one of the first steps in discovering the complicated processes of 
social influence, such as enhancing the motivation of the client (Hahlweg et al., 1990; 
Schindler, 1989). Information about interaction processes on the concrete behavioural 
level contributes to the formulating of hypotheses concerning more abstract and complex 
interaction processes (Schindler, 1989). 
Pinsof (1988a) and Wynne (1988a) conclude that at the current stage of 
development in the family therapy field, discovery-oriented, exploratory, hypothesis-
generating research is adequate. This implies small-scale studies in which therapy 
processes are linked to outcome. 
A particular group of family therapies are the home-based treatments of unmanageable 
children and adolescents. These treatment approaches are especially interned for 
multiproblem families; of which a common aspiration is preservation of the family and 
prevention of placement in care. Typical examples are the "Homebuilders" project 
(Kinney, Madsen, Fleming & Haapala, 1977) and the "Families Work" project 
(Tavantzis, Tavantzis, Brown & Rohrbaugh, 1985). Recently, a large variety of family-
based programs have been developed by both privale and public child welfare agencies in 
the United States. These are for families in crisis for whom out-of-home placement of the 
child seemed to be the only possible solution (Fraser, Pecora & I laapala, 1991). 
Because of growing criticism on residential treatments, alternative strategies for 
treating multiproblem families were also looked for in the Netherlands (see Baartman, 
1991). One of these home-based treatments, the Family Project Approach (FPA), was 
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especially developed as an alternative way of treating families with adolescents at risk of 
placement (Van Acker, 1988b; Verwaaijen, 1990; Verwaaijen & Van Acker, 1993a). 
Verwaaijen (1990) demonstrated that FPA treatment results in positive changes on an 
individual, relational and structural level with even the most problematic of families (i.e., 
with severe conduct disordered adolescents) and that placement in institutional care can be 
prevented (see also Verwaaijen & Van Acker, 1993b). Furthermore, Verwaaijen (1990) 
showed that the variations in therapist's (verbal) behaviour are related to various aspects 
of outcome. She found for instance a relationship between the amount of structuring 
statements and positive changes in family functioning. As Verwaaijen stresses, the 
process of FPA therapy, like other therapies is an interactive process. Therapist behaviour 
has an impact on client behaviour (during the session) and vice versa. Therapists act not 
only from their theoretical background but they also react to the client's verbal behaviour 
at that moment. For example, family members who are reluctant to give a concrete 
description of the problems may in fact elicit detail seeking questions from the therapist. 
Subsequently these questions may lead to more specific problem descriptions. 
In the family therapy field, information about how interactions (on the molecular level) 
between therapist and family members are related to treatment succes is scarce (see Hill, 
Nutt & Jackson, 1994). This information is important for various reasons. In the first 
place, it serves as a source of feedback for clinicians (see Liddle, 1991) since it provides 
suggestions concerning the timing of the interventions. In the second place, information 
about the interrelationship between therapist-client interactions and specific changes in the 
family will contribute to the development of micro-theories about the family change 
process (see Pinsof, 1988a, 1989). Lastly, when this knowledge (about the impact of 
interaction patterns) bears upon a particular approach (e.g., FPA) it will add to the further 
development of this treatment approach (see Gurman & Kniskem, 1992). 
The goal of the present study is to identify favourable processes within prolonged 
treatments according to the Family Project Approach. This search for mechanisms of 
change will be conducted through the intensive analysis of a small sample of FPA 
treatments. Looking for patterns of various input and process variables within a few 
successful and less successful cases is a promising research strategy to explore the change 
processes (Greenberg, 1986b). The present study deals with the following questions: 
- Which interaction patterns between therapist and parents are associated with a positive 
outcome? During which treatment phase are these interaction patterns relevant? 
- Which other process factors (e.g., client involvement) may influence treatment outcome? 
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- Which input variables (e.g., initial family functioning) may influence treatment 
outcome? 
- Which combination of input and process variables can predict positive outcome? 
1.2 Treatment process and therapist-client interaction 
Using a general model for psychotherapy (of which family therapy is considered to be a 
particular form) the most important variables will be presented. Therapist-client 
interactions reflect one of the three levels of the therapy process (as will be shown in 
section 1.2.2). Futhermore, some empirical findings concerning the impact of distinct 
variables in family therapy will be presented in section 1.2.2. 
1.2.1 A general model of psychotherapy variables 
In each form of psychotherapy a large number of variables influence treatment process 
and outcome (Beutler, 1991). These input variables are by definition present before 
counseling starts (Hill, 1982). Generally, these variables can be grouped into three types: 
client characteristics, therapist characteristics and treatment setting. Treatment setting not 
only refers to the therapeutic orientation but also to the organizational context (Orlinsky & 
Howard, 1986). Client variables include presenting type and severity of the problem, 
underlying personality structure, past history, age, sex, race, child-rearing and economic 
level, verbal ability, type and process of referral, expectations and motivation for 
treatment. Therapist variables include demographic variables, underlying personality 
structure and past history, training and therapeutic experience. 
Already in 1966, Kiesler pointed out that even changes in within-session behaviour can 
be viewed as process as well as outcome, which makes the traditional process-outcome 
distinction less univoca!. For the sake of clarity however Orlinsky and Howard's (1986, 
p.312) definition of process variables will be used, being everything that can be observed 
to occur between, and within, the client and the therapist during the session. 
One of the main obstacles in process research with which researchers have 
struggled over the years is the type and size of the unit for process ratings (Greenberg, 
1986a). This makes it difficult to compare findings from one study to another or to draw 
general conclusions from these studies. As a solution to this problem Greenberg (1986a) 
proposes a framework of standard units to describe in-session processes. This 
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framework consists of three levels (Figure 1), which are most relevant for the purpose of 
the study of change processes. 
First, the smallest and most concrete unit of analysis is on the level of speech acts. 
This level represents what one person is doing to another by saying something. Instead of 
the actual content without reference of the kind of message, it refers to the intent or 
function of the statement. Examples are inform, advise and promise. Many category 
systems used for process research are of this intersubjective level, which means that the 
categories reflect a relationship between speaker and listener (Russell & Stiles, 1979). 
Self disclosure, for instance, signifies that the speaker reveals something personal to the 
listener. According to Russell and Stiles, intersubjective categories have most consistently 
and successfully described interpersonal roles and processes in psychotherapy. 
The second and larger unit of analysis is the episode. In psychotherapy research, 
episodes are meaningful units of therapeutic interaction which, according to the 
therapeutic approach being used, are designed to achieve an intermediate therapeutic goal. 
Episodes may be described by coding techniques or strategies, the basic elements of a 
therapeutic approach. Techniques and strategies are intermediate between the more 
concrete speech acts and the philosophical or theoretical approach (Hill, 1982). 
Identifying the units of this dimension depends on the clinical theory of the particular 
approach (Russell & Staszewski, 1988). Criteria for the identification of episodes are 
currently lacking (Schindler, 1991). 
The third and largest unit of analysis is on the level of the therapeutic relationship. 
On this level, qualities of the therapeutic relationship, as observed by therapist, client or a 
third-party, are described. Characteristics of the therapeutic relationship go beyond any 
particular speech act or episode. In psychotherapy research, the therapeutic relationship 
appears to be the most consistent predictor of treatment outcome (Marmar, 1990; Orlinsky 
& Howard, 1986). By the third session, the quality of the therapeutic relationship can 
already predict treatment outcome (Reandeau & Wampold, 1991; Suh, O'Malley & 
Strupp, 1986). 
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speech acts 
^^ . intention or function of therapist's 
or client's statements 
f i 
episodes 
strategies or 
techniques 
1 
therapeutic relationship 
v»^, - alliance 
- consensus on treatment goals 
- consensus on tasks 
- the affective bond 
- transference 
- countertransference 
micro-
outcome 
changes 
of client-
( system) 
outside 
session 
Figure 1 Process levels within a session 
To clarify the position of input, process- and outcome variables in psychotherapy, a 
general scheme of treatment process is presented in Figure 2. In this model, outcome 
variables are restricted to change outside the session As mentioned before, therapeutic 
change observed within the session may be defined as 'immediate outcome'. Depending 
on the specific research questions, other models which incorporate within-session 
change, for example, may be more adequate. 
In Figure 2, there are three clusters of input variables (client characteristics, therapist 
characteristics and treatment setting) which impact treatment processes. The type of 
speech acts (representing one of the three process levels) is partly related to the theoretical 
orientation of the therapist (Stiles, 1986) and to his or her experience (Pinsof, 1988a; 
Schindler, Hohenberger-Sieber & Hahlweg, 1989). It is obvious that the treatment setting 
as well as the theoretical orientation of the therapist will influence the techniques and 
strategies used in the treatment process The development of the therapeutic relationship 
depends on client and therapist characteristics (Beutler, 1983). 
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INPUT PROCESS OUTPUT 
Life Events and Stressors 
Treatment 
SettingN. 
Therapist 
charact. 
Client 
charact. 
/ 
session micro-outcome: changes of client(system) outside session 
Figure 2 Scheme of treatment process 
In general, each treatment session will have some influence on the client's behaviour, 
feelings, perceptions or cognitions outside the session. This micro-outcome (or 'small-
outcome') may include completing homework assignments or seeking ways to solve 
problems. This micro-outcome influences the next session. In a successful treatment, a 
series of positive micro-outcomes eventually accumulate into positive macro-outcomes. 
These results, measured at different points after treatment ends, may vary from reduction 
of symptomatology to enduring changes in the client's characteristics such as learning 
skills to solve similar problems. However, traumatic events (e.g., loss of work) and 
stressors (i.e., unfavorable conditions in the patient's life) may prevent these positive 
micro-outcomes from consolidating into significant macro-outcomes (Hill, 1982; Orlinsky 
& Howard, 1986). 
Integration of specific and non-specific factors 
The traditional separation of therapeutic factors into specific and non-specific factors, or 
technique and therapeutic relationship, is superseded by the integration of these factors. 
The therapist does not apply a technique in a vacuum, but rather in interaction with the 
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client (Butler & Strupp, 1986; Henry, Schacht & Strupp, 1986; Safran & Segal, 1990). 
Therapeutic skills and techniques constitute an integral part of the therapist-client 
interaction. From this view, psychotherapy may be defined as the systematic application 
of a human relationship for therapeutic goals (Butler & Strupp, 1986), or as a process of 
social influence (Maddux, Stoltenberg & Rosenwein, 1987). 
In the model presented in Figures 1 and 2, this integration of specific and non­
specific factors is emphasized. Instead of dividing treatment process in two main 
components (techniques and strategies versus therapist-client interaction and relationship), 
it seems more appropriate to regard treatment processes as the interrelationship of three 
levels (speech acts, strategies/techniques and therapeutic relationship). Speech acts have 
their function within a particular episode. The effect of the applied strategies and 
techniques depends on the quality of the therapeutic relationship (Butler & Strupp, 1986; 
Greenberg & Pinsof, 1986; Pinsof & Catherall, 1986). The therapeutic alliance, a major 
component of the therapeutic relationship (see section 1.2.2) is not a factor on its own, 
independent of technique variables, but is related to these variables. Conversily, the 
alliance shapes the application of techniques (Greenberg & Pinsof, 1986). An effective 
technique strengthens the alliance, which in turn enhances client's acceptance of 
therapeutic techniques (Green & Herget, 1991). 
1.2.2 Specification of variables in family therapy 
In this section the aforementioned input and process variables will be discussed by 
reviewing some empirical results concerning the relationship between these variables and 
the outcome of family therapy. 
Input variables i η family therapy 
Potential relevant therapist variables in family therapy are experience, personality structure 
and relational skills (Gurman & Kniskern, 1981). There are indications that the latter has 
the greatest influence on treatment results. In a study by Alexander, Barton, Schiavo and 
Parsons (1976), structuring and relational skills of novice therapists were measured 
during their training. After training, these therapists treated young delinquents (boys and 
girls, age 13-16 years) by a systems-behavioural approach. The relational skills accounted 
for 60% of the variance in treatment outcome. Alexander et al. concluded that the effect of 
the therapeutic techniques is determined in large measure by the relational skills of the 
therapist. 
Experience influences the therapist's use of speech acts during initial interviews 
with families. Pinsof (1986) found that more experienced family therapists used a wider 
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range of interventions, focused more on sequences of behaviours and made more 
interpretations (about the meaning and causes of behaviour or experience of the client). 
At present it is uncertain how the treatment setting (referring to the specific treatment 
aproach and the organizational context) influences the outcome of family therapy. Some 
treatment approaches have proven effectiveness (see Gurman, Kniskern & Pinsof, 1986 
for a review). In treating conduct disorders, for example the behavioural approach, in 
particular parent management training as developed by Patterson and his colleagues, has 
been quite successful. However, comparison of different methods of therapy is difficult 
since the treatment processes may be very dissimilar. For example, some family therapy 
models emphasize changes in communication within sessions, whereas other models aim 
at behavioural change, which is expected to take place primarily during homework outside 
the session (Wynne, 1988a). 
In the context of family therapy, client variables not only refer to characteristics of 
the identified patient, but also to characteristics of other family members or the whole 
family system (Gurman & Kniskern, 1981). Relevant client variables, which may 
influence resistant behaviour (on the level of speech acts), are, for instance, type of 
referral, socio-economic status, family functioning, nature and seriousness of the 
problems and the measure of marital conflicts and maternal depression (Patterson & 
Chamberlain, 1988). Kazdin (cited in Gurman, Kniskern & Pinsof, 1986, p. 575) notes 
that families characterized by father absence, low socio-economic status and weak 
maternal social support systems frequently show fewer gains from parent management 
training. Until now, very little is known about which treatments (for conduct disorders) 
are most effective with children of different ages or stages of development and when and 
how to incorporate parent influences and stress factors (Kazdin, 1993). 
Process variables in family therapy 
In the general field of psychotherapy research, at least three process levels need to be 
distinguished (see section 1.2.1). According to Pinsof (1988a), two levels of process 
variables are relevant at the present time to family therapy process research, namely the 
micro-level (i.e., the level of speech acts) and the level of the therapeutic relationship (in 
particular, the therapeutic alliance). To increase the chance of finding clinically meaningful 
results, these two process levels should be related to 'small-outcome' measures, such as 
change of relations with children after a limited number of sessions. 
On the micro-level (i.e., the level of speech acts), client resistance seems to be an 
important category of behaviour. Chamberlain, Patterson, Reid, Kavanagh and Forgatch 
(1984) found that the frequency of resistance was correlated with the extent to which 
parents complete homework asssignments (i.e., micro-outcome of a session). 
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Furthermore, when parents displayed less resistant behaviour in the last two sessions than 
initially showed in parent management training, they tended to report a 30% or greater 
amount of reduction in the occurrence of child problem behaviours. Patterson and 
Forgatch (1985) demonstrated that necessary therapeutic interventions, in particular 
teaching social learning procedures, are likely to elicit an immediate increase in resistant 
behaviour. Patterson and Chamberlain (1988) call this a paradoxical situation for the 
therapist, for if he or she doesn't try to teach, there will be presumably no change in 
family-management practices and no reduction in antisocial behaviour. However, the 
teaching and confronting (for failure to complete homework assignments) increase 
parental noncooperation. Patterson and Chamberlain assume that in the parent-training 
approach, all families can change, but the rate of change for some may be exceedingly 
slow, which makes it difficult for the therapist to remain involved. Further analyses of 
Patterson and Chamberlain (1988) revealed a surprising correlation between a particular 
type of resistant behaviour, showed by mothers in the closing quarter of the treatment, 
and positive treatment outcome. Mothers who disagree, challenge and confront the 
therapist appear to do a better job of monitoring child's behaviour. Better monitoring 
results in less antisocial behaviour. Patterson and Chamberlain suggest that high rates of 
disagreeing, challenging and confronting statements indicate the mother's active 
involvement in the change process. 
Episodes are defined as meaningful units of interaction (ranging from sections of a 
session to distinct phases in treatment) in which the therapist applies a particular strategy 
(e.g., a motivating strategy, see Lange, 1985) or a technique (e.g., behavioural 
contracting or communication training). In the general field of psychotherapy, it is hard to 
operationally define interventions at this process level (Hill, 1982; Marmar, 1990). In the 
field of family therapy, the first efforts to describe techniques or strategies were made by 
Furniss, Bentovim and Kinston (1983) and Russell, Atilano, Anderson, Jurich and Paff 
Bergen (1984). In the latter study, therapists completed an intervention checklist after 
every therapy session. This checklist included 21 intervention strategies representing 
structural, strategic and behavioural approaches. Russell et al. found that boundary 
marking interventions (restructuring dysfunctional subsystem boundaries, firming up 
appropriate boundaries and actualizing transactional patterns) were associated with 
increased reports of happiness, including marital happiness, by husbands. In contrast, 
relatively gentle interventions, such as actualizing the family transactional patterns and 
refraining were related to wives' ratings of happiness. These interventions do not actively 
challenge the family's structure and may be important to acknowledge the positive 
function of the frequent over-involved, central position of the mother. 
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The therapeutic relationship consists of all conscious and unconscious feelings and 
thoughts which therapist and client have about each other. Furthermore, the therapeutic 
relationship encompasses all of the behaviours and acts that the therapist and family 
members direct toward each other (Pinsof, 1988b). The therapeutic relationship 
comprises three interrelated components: the alliance, transference and 
countertransference (see Figure 1). 
Pinsof and Catherall (1986, p. 139) define the therapeutic alliance as "that aspect of 
the relationship between therapist system and the patient system that pertains to their 
capacity to mutually invest in, and collaborate on, the therapy". The alliance consists of 
three components (see also Green & Herget, 1991): 
1. a consensus between therapist and client on the goals of the therapy. 
2. agreement and collaboration on various therapy tasks. 
3. the affective bond. 
Patient involvement is considered to be an indicator of the alliance (Greenberg & Pinsof, 
1986; Moras & Strupp, 1982; Suh, O'Malley & Strupp, 1986). 
Transference refers to that aspect of the reactions of the client system to the therapist 
that is determined by the history of the client system. It is the family's way of relating to 
the world. On the level of the whole family, transference can play a particularly critical 
and powerful role. Very rigid and impermeable family systems may view the therapist as 
assaultive and untrustworthy. A family mourning for one of its members will frequently 
exert tremendous pressure on the therapist to function as the lost member. 
Countertransference refers to that aspect of the therapist's reaction to the family that 
is determined by the therapist's personal experiences. Transference and 
countertransference always influence therapy. They can help or hurt therapeutic progress. 
At present, empirical evidence concerning the influence of the therapeutic 
relationship on process or outcome of family therapy is scarce. Catherall (cited in Pinsof 
and Catherall, 1986, p. 149) found positive correlations between alliance scores and 
patient progress. 
Life Events and Stressors 
Life events, such as the loss of work, can annul positive micro-outcome (see Figure 2). 
Fellow workers of the Family Project experienced that stressors, such as serious illness 
of one of the family members, may disrupt further therapeutic progress. A first indication 
of how stressors may influence therapeutic process was found by Patterson and 
Chamberlain (1988). Father's noncooperative behaviour within a session was correlated 
with a set of disrupter variables (e.g., unemployment, prolonged illness and marital 
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conflict). As mentioned before, mother's noncooperative behaviour seems to reflect only 
what is going on within the session. 
1.2.3 Interaction patterns and treatment outcome 
As mentioned in the first section, the present study concentrated on how patterns of 
interaction between therapist and family members (within the context of the Family 
Project Approach) are related to treatment outcome. To give an impression of the relation 
between therapist-client interactions and therapy outcome, a summary of empirical results 
in the general field of psychotherapy will be given. 
Henry, Schacht and Strupp (1986) compared treatments of three psycho dynamic 
psychiatrists and one lay counselor. Each of them performed a poor and a good outcome 
case. Henry et al. demonstrated that in good outcome cases, therapists showed more 
confirming and understanding utterances. In these cases, clients responded with more 
disclosing and expressing utterances, especially to therapists confirming and expressing 
statements. The reverse pattern in the interaction also characterized good outcome cases. 
As this study demonstrated, interaction patterns, instead of technique (varying from 
psychoanalytical technique to directive folksy moralism), predicts treatment outcome. 
Henry et al. (1986) emphasize that this does not imply that technique factors are 
unimportant. Techniques cannot be separated from the context of therapeutic interaction. 
In another process study on psychodynamical treatments, McCullough et al. (1991) 
concentrated on different types of interpretations within the patient-therapist interaction. 
They found that therapist-related interpretations, followed by affective responding on the 
part of the patient, are related to treatment outcome. McCullough et al. did not find 
significant correlations between frequencies of therapist or client behaviours and outcome. 
They conclude that it is preferable to study process variables in the context of how they 
occur in interactional sequences. 
Schindler (1988,1991) used sequential analysis to detect interaction patterns within 
the context o( behavioural therapy. He demonstrated that sequences of cooperation play a 
central part in treatment results. Therapists in successful treatments react to the client's 
change-relevant statements with contingent support and reassurance. Therapist behaviour 
of this sort is more likely to elicit change-relevant statements in good outcome cases. 
Change-relevant statements contain constructive statements of the client, such as attempts 
to control problematic behaviour, reports of success, discovery of new combinations 
which might be the cause for the problem (insight), goal formulation and expression of 
confidence. Supporting and reassuring statements are, for example, positive feedback, 
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giving confidence and encouragement and empathizing expressions. This dimension of 
therapist behaviour is not only important for the client's feeling of being accepted, it is 
also helpful in establishing confidence of being capable to achieve therapeutic goals. 
Schindler (1988) concluded that therapist's support may be of considerable importance 
for enhancing motivation and positive therapy expectations. The importance of sequences 
of cooperation within behaviour therapy has been confirmed by Kaimer, Reinecker and 
Schindler (1989) and Schindler and Hohenberger-Kaestner (cited in Schindler, 1991, p. 
167). A striking result of these studies in the field of individual behavioural therapy is that 
sequences of cooperation developed during the first sessions remain relatively stable 
across different treatment phases. While these interaction patterns seem difficult to change 
in later phases, it is possible to predict treatment outcome by observing interactions during 
the phase of behaviour analysis (see Kaimer, Reinecker and Schindler, 1989; Schindler, 
1988, 1991). 
1.3 Treatment setting: the Family Project Approach 
In 1980 Van Acker started the Family Project at the University of Nijmegen. One of the 
main goals of this project was to develop a home-based treatment of conduct-disordered 
adolescents as an alternative to placement in care (see Van Acker, 1988b, 1991; 
Verwaaijen & Van Acker, 1993a). The philosopy behind the Family Project Approach 
(FPA) is that these children are best helped at home with the rest of the family, instead of 
lodging them in a less favourable residential care environment. Main points of departure 
for FPA are that problems should be solved at the place where they originate, that parents 
should play a decisive and irreplaceable role in teaching basic social skills, and that 
parents should be supported so that they can fulfill their child-rearing responsibility (Van 
Acker, 1992a). 
In general, parents referred to the Family Project report prolonged behaviour 
problems of the child and find it extremely difficult to raise their child. In some of these 
families, these domestic problems have escalated and the family situation has become 
unbearable. Yet, these families are seldom motivated for therapy, and the parents often 
consider that placement of their son or daughter in a residential facility is the only solution 
of the problem. Broken, low cohesive and chaotic families are overrepresented. 
In theoretical as well as in clinical-practical aspects, the FPA shows similarities with 
structural family therapy, functional family therapy and behavioural parent training (see 
for a survey, Verwaaijen, 1990, pp. 9-18; Verwaaijen & Van Acker, 1993a). The major 
influences on FPA are systems theory and social learning theory. Characteristic for the 
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FPA is the delay of diagnosis until family interactions has been analyzed extensively. 
Intervention strategies are adapted to the resources and expectations of the family. This 
means that the family members work on concrete, attainable goals. The interned family 
changes should serve to enhance the psychosocial development of the adolescent which 
implies individuation and separation, without breaking the positive affective bond 
between parents and child. 
Within FPA, therapeutic interventions are guided by six basic principles: 
1. The therapy is restricted to attainable goals in a particular family situation. That is, 
therapy corresponds to family's resources. 
2. The therapist does not label the problems according to the own theoretical frame of 
reference or standards and values. Instead, problems are described in terms of concrete 
examples given by family members. 
3. Aims are formulated in concrete terms, so that each family member knows exactly what 
needs to be changed in the everyday family situation. 
4. The therapist enters into clear agreements with the family, which systematically are the 
key to the goals. 
5. The therapist enthusiastically encourages family members during a sufficient period to 
keep the appointments. 
6. Each treatment should be evaluated. 
Phases in the Family Project Approach 
In FPA, four phases and 10 steps can be delineated. An important principle is that the 
next step can be taken only after completing the one before. The 10 steps in the FPA are: 
Step 1: Say who you are and how you work 
Phase I: Putting the problems concrete 
Step 2: Unprejudiced information gathering 
Step 3: Therapist and client(s) sum up the problems together 
Step 4: Behaviour Analysis 
Phase II: Gaining insight in the problems 
Step 5: Diagnostic formulation of the problem behaviour 
Step 6: Search for other influences on the problem behaviour 
Phase III: The direct influence 
Step 7: Therapist and client(s) formulate aims together 
Step 8: Therapist formulates clinical hypotheses 
Step 9: Executing treatment programme 
Phase IV: The evaluation 
Step 10: Terminating and evaluating treatment 
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These 10 steps serve as a guideline for the FPA treatment. This promotes the 
necessary systematic and goal-oriented procedure. 
The goal of the first phase is, starting from a vague impression of the situation and 
the complaints, to determine what must change. It is essential that the therapist take the 
clients and their complaints seriously. The way family members experience the problems 
is the point of departure for the therapist. The therapist listens carefully, but does not give 
any opinion in the first session. The therapist joins in their problem perception, but he or 
she helps the family to make the problems as concrete as possible. By frequently asking 
for concrete examples of problem situations and problem behaviour, parents learn to 
distinguish between explanations or assumptions (e.g.'there is something with his 
brains', 'she is allergic for...') and the actual problem behaviour. The therapist 
emphasizes the role as a mediator which means that he or she will look after each interest. 
New positive experiences, such as showing more consideration for each other may be 
very important for the family as a whole. Furthermore, the therapist adopts the attitude of 
an expert. He or she makes it clear to the family that good opinions and advices will 
follow after being able to listen to each view and perception of the problems. This will 
motivate family members to continue therapy. The next step is to summarize the problems 
for each family member. Then these complaints are arranged in order of importance. One 
problem, for which solution is best possible, is chosen. Together with the family, the 
therapist analyzes this problem by asking for somebody's behaviours immediately 
preceding or following actual problem behaviour. It is crucial that parents are going to 
believe that they still can affect their daughter or son's 'unmanageable' behaviour. By 
making an inventory of the actual problems and analyzing patterns of interaction between 
family members, the family will become motivated and may eventually adopt a solution-
oriented attitude. A more objective view on each behaviour developed during the first 
treatment phase should improve the situation at home. 
In Phase II, presented problems, which are objectively defined in the first phase, 
are linked with scientific views. When the clients have been taken seriously they will open 
their mind to other explanations. In the second phase, the therapists discuss different 
aspects of the presented problem. For instance, the developmental phase of the adolescent 
and durability and extensiveness of the symptoms. In step 6, the therapists work out all 
possible influences on the problem behaviour. If a serious medical cause for the problem 
behaviour is suspected, the therapist refers the child for a medical examination. Social 
influences like family insularity, unemployment and poverty may hinder the acquirement 
of social behaviour. It is necessary that the therapists address these influences and 
personal resources in determing the feasibility of the goals, which will be formulated in 
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step 7. In general, the therapist sends an advisory letter to the parents (and sometimes to 
the child) at the end of the second phase. 
At the beginning of Phase III, the therapist discusses the recommendations written 
in the letter, with the parents and/or the child. Therapist and family formulate therapeutic 
goals which should meet five criteria: 1. The desired behaviour is formulated in concrete 
terms 2. Goals are formulated positively 3. The desired behaviour should be perceptible 
by the parents 4. The first behaviour changes are easy to achieve 5. Changes must be 
important. It is not always possible to combine the last criterion with the other four 
criteria. In this case, the therapist should convince the parents that a small step may be the 
first of an upward tendency. By formulating clinical hypotheses, the therapist determines 
for each family member when and how to act and react in order to attain the formulated 
goals. It is crucial that each family member knows exactly what others expect from him or 
her so that desired outcomes can be achieved. 
In Phase I, the therapist has been a model by carefully listening to and by taking 
each person's complaints and wishes into account. The foregoing eight steps are 
necessary to optimally motivate family members to adopt these new attitudes and change 
their behaviours. In step 9, the actual treatment programme will be implemented. In the 
FPA theory, the child-rearing behaviour of the parents plays a crucial part in the 
psychosocial development of the child. Three levels of child-rearing practice can be 
distinguished (i.e., affective climate, authority and freedom of choice). By expressing 
their appreciation of their son or daughter, by making explicit the rules and reacting in a 
consistent and reasonable way, and by offering room for experimenting, parents can 
stimulate positive socially adjusted behaviour and a balanced emotional development (Van 
Acker, 1988b). Social learning techniques (e.g., behavioural contracting) help parents to 
get the most irritating behaviour under control. This will contribute to a better atmosphere 
in which the family is better able to solve other problems. The success of the ninth step 
depends, among other things, on building a relationship based on mutual trust, therapist's 
confidence, resoluteness and enthusiasm, and a systematic and goal-oriented procedure. 
Phase IV is finally intended to check if the concrete aims have been achieved, and if the 
family is able to solve possibly other problems on its own. 
1.4 Hypotheses 
In the first section, the impression may be created that formulating hypotheses is hardly 
possible at the present stage of family therapy process research. Micro-theories 
concerning the therapeutic interaction and change processes have yet to be developed and 
16 
empirical data are scarce. Tentative hypotheses are possible, however, and even desired to 
direct research. By starting with an intensive analysis of a small sample, these temporary 
hypotheses can be tested. This results in reformulated hypotheses which can be verified in 
a new study with additional and more extreme cases. This iterative process of research 
(hypotheses testing and formulating) continues until the phenomena are clearly 
understood (Greenberg, 1986b; see also Shoham-Salomon, 1990). 
On the basis of suggestions from individual and family therapy literature, hypotheses 
concerning links between input variables, therapist-client interaction and outcome of FPA 
treatment were formulated. The last hypothesis directly bears upon the first question in 
this study, being the search for interaction patterns predicting treatment outcome. This 
question will be further examined by exploratory analyses (see sections 3.3.1 and 3.3.2). 
The second research question, concerning other factors influencing treatment outcome, 
will be dealt with in section 3.3.3. 
The five hypotheses can be divided into three groups. The first group of hypotheses 
concerns the influence of input variables on therapy process (e.g., resistant behaviour). 
The second group bears upon interaction processes itself. The third group of hypotheses 
relates therapy processes to outcome. 
I Input variables and resistant behaviour 
II Therapeutic alliance and therapist-client interaction 
III Therapeutic alliance, therapist-client interaction and treatment outcome. 
/ Input variables and resistant behaviour 
As mentioned before (see section 1.2.2), resistant behaviour (on the level of speech acts) 
seems to be an important process variable in family therapy. Patterson and Chamberlain 
(1988) assume that, particularly at the beginning of parent management training, resistant 
behaviour is influenced by family characteristics. Later in treatment, therapist's attempts 
to change parental attitudes and behaviours are likely to elicit resistant behaviour (see also 
Patterson & Forgatch, 1985). For some parents, a family-based approach may be 
problematic, while they are convinced that the problem is "in the child", so the child has 
to be treated (Kazdin, 1990, pp. 688 and 691). Family characteristics which may increase 
resistant behaviour in the first treatment phase include social factors (e.g. lower socio-
economic status, high insularity and agency vs. self-referral) and personal factors (e.g. 
maternal depression, marital conflict and low interpersonal functioning). With regard to 
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the last, Patterson & Chamberlain (1988) assumed that the more chaotic the family, the 
greater the amount of resistant behaviour there will be. 
Hypothesis la 
In the first sessions, chaotic families show the highest rate of resistant behaviour in 
comparison with non-chaotic families. 
Hypothesis lb 
In the first sessions, families with lower socio-economic status show the highest 
rate of resistant behaviour. 
Hypothesis 1c 
The more mother suffers from somatic complaints, the more resistant behaviour that 
will be shown. 
// Therapeutic alliance and therapist-client interaction 
In the field of family therapy, Gurman, Kniskern and Pinsof (1986) and Green and 
Herget (1991) suspect certain links between the therapeutic alliance and behaviours on the 
micro-level. It sounds plausible to suggest that the most constructive speech acts of 
therapist and client are related to client involvement (an indicator of the therapeutic 
alliance, see section 1.2.2). According to Schindler (1991, p. 62), constructive client 
behaviours consist of change-relevant statements, such as attempts to control problematic 
behaviour, reports on success, discovery of new combinations which might be the cause 
for the problem (insight), goal formulation and expression of confidence. Information 
seeking and self-disclosure also fall under the constructive statements. Further, these 
client behaviours will be referred as change-relevant statements. According to FPA theory 
(see section 1.3), the client's relevant statements in the first sessions are concrete 
descriptions of problems. The most constructive therapist statements (at the beginning of 
treatment) seems to be speech acts which are needed to objectively specify, summarize 
and analyze problems. 
Hypothesis 2 
Patient (mother or father) involvement is related to the rate of client's and 
therapist's constructive statements in treatment phase I. 
Not until a positive therapeutic relationship has been developed are clients willing to 
change (DeVoge & Beck, 1978; Kanfer & Grimm, 1980). In general, people in western 
cultures are not inclined to comply fully with medical regimens or therapeutic advices. 
This certainly holds for working class parents who are told to change their child-rearing 
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practices (Chamberlain et al., 1984; Patterson & Chamberlain, 1988; see also Kuehl, 
Newfield & Joanning, 1990). 
Hypothesis 3a 
Only with a high patient involvement will therapist's suggestions and advices elicit 
change-relevant statements of the parents in treatment phase III. 
Hypothesis 3b 
When patient involvement is low therapist suggestions and advice will elicit 
resistant behaviour in treatment phase III. 
Hypothesis 3c 
A high patient involvement is related to a positive attitude on the part of the 
therapist. 
Ill Therapeutic alliance, therapist-client interaction and treatment outcome 
The alliance may be the primary mediating variable which predicts the results of particular 
interventions. The alliance is the vessel or relational context in which therapy takes place 
(Pinsof & Catherall, 1986). Patient involvement is the most consistent and strong 
predictor of treatment outcome (Greenberg & Pinsof, 1986; Suh, Strupp & O'Malley, 
1986). Within the context of a Milanic systems therapy, therapist warmth is related to 
solution of target problems (Green & Herget, 1991). 
Hypothesis 4a 
A high level of patient involvement is related to problem reduction at treatment 
termination. 
Hypothesis 4b 
A positive therapist attitude is related to problem reduction at treatment termination. 
Recent studies (Kaimer, Reinecker & Schindler, 1989; Schindler, 1988, 1991) in the field 
of individual behavioural therapy demonstrate that in successful treatments, therapists 
react more contingently to change-relevant statements with expressions of empathy and 
support (see section 1.2.3). This means that in successful treatments, change-relevant 
statements (such as formulating goals, proposals for change and attempted self-control) 
are more likely to elicit empathizing or supporting reactions from the therapist. Some 
examples of sequences of cooperation (sequences of change-relevant statements and 
empathy/support) are: 
Client: My daughter is always looking for trouble...I wish I could have a better 
relationship with her. 
Therapist: Despite everything, your daughter means a lot lo you. 
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Client: I prefer to try a small step first. 
Therapist: Then the next step will work certainly. 
Client: I keep a cigarette diary to get my smoking under control. 
Therapist: Excellent! 
Hypothesis 5 
Within the FPA treatments these kind of interaction patterns can predict treatment 
outcome. This implies that when the therapist reacts on change-relevant statements 
with empathizing and supporting statements, a greater reduction of child-rearing and 
behavioural problems will be attained. 
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2 METHOD 
At the current stage of development in family therapy process research, discovery-
oriented research (instead of large-scale confirmatory studies) is necessary to tackle 
questions about specific mechanisms of change (Pinsof, 1988b). This means the 
intensive analysis of a few single cases, for instance by distinghuising characteristics of 
successful and less succcessful cases (Greenberg, 1986b). Greenberg (1986b) concludes 
that "intensive analysis allows for the identification of much more complex relationships 
and patterns of variables related to change. This occurs both because one is closer to the 
data and because one is looking at a large number of variables in one or a few cases rather 
than a few variables in a large number of individuals" (p. 729). This process research on 
enduring FPA treatments should be seen as an example of intensive analysis. Its goal is 
to identify favourable treatment processes. These processes will be detected by looking 
for distinctive interaction patterns, by searching for favourable combinations of various 
input and process variables and by comparing successful and less successful cases. 
In the first section of this chapter, the particular characteristics of the sample of 
families, which have been referred to the Family Project Nijmegen, will be discussed. 
Instruments used to measure therapist or client behaviour and treatment outcome are 
presented in section 2.2. Further, an explanation of how these instruments are applied 
(section 2.3) is followed by a clarification of the sequential analyses. It will become clear 
that because of the characteristics of the category systems (for therapist and client 
behaviour) used in the present study, a new statistical formula was necessary to obtain 
the correct z-values in this case of event sequential analysis. This section concludes with 
a short description of statistical tests concerning the hypotheses and some guidelines 
regarding the exploratory analyses. 
2.1 Subjects 
Clients. Between November 1989 and June 1992, about 50 families applied to the Family 
Project Nijmegen. In general, reasons for refferal were child-rearing difficulties and child 
problem behaviours. For most families a few sessions plus some written advice were 
sufficient for the parents to tackle the problems themselves. The sample in the present 
study consists of thirteen families for whom prolonged treatment was necessary. The 
presenting problems in this sample were comparable to the initial complaints in the short-
term treatments. In all treatments, parents frequently mentioned complaints such as 
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unmanageable behaviours at home (e.g., excessive screaming, using abusive language, 
ignoring the house rules and coercive behaviour) and disruptive behaviour at school. 
Within the prolonged treatments however, these problems had been escalated. In these 
cases, the atmosphere had been ruined and parents were apt to consider out-of-home 
placement of their child. Therapists involved in these treatments have to invest a lot of 
energy to achieve even small improvements in the affective and power relationship. 
Because of the seriously disturbed parent-child relationships, mostly complicated by 
stressors such as marital conflict, personal problems of one of the parents and pressure of 
work, treatments for these 13 families are less likely than (short-term) treatments for 
more isolated behavioural problems to result in successful outcome (see Kazdin, 1993). 
The ages of the seven girls and six boys range from nine to seventeen years. In five 
families the father was frequently or totally absent, in six families the problem child was 
either a stepchild (4) or a child adopted from another country (2). The presence of both 
biological parents was only found in two of the families. 
Reasons for selecting the prolonged treatments: 
1. Only data from these treatments can sufficiently answer the research questions, as all 
the necessary steps have been passed through. 
2. A small sample offers opportunity to do in depth analysis, that is intensive analysis of 
the therapy process. It is emphasized that this study concentrates on relations between 
input, process and output variables, based on a large amount of observations for each 
family. So this study may be described as a combination of thirteen case studies, each 
containing a large amount of data. The results of these thirteen case studies are put 
together to enable discovery of some of the change mechanisms within FPA treatments. 
3. The sample is heterogeneous with regard to age and sex of the referred child, family 
constellation, and socioeconomic status. This makes generalisation of research results to 
prolonged FPA treatments possible (see Dormaar, 1989; Goldstein, 1988; Kazdin, 
1992). 
Therapists. Five co-workers (two male and three female therapists) of FPA Nijmegen 
were involved in the thirteen treatments. Their experience with FPA practice ranged from 
one to ten years. 
<>» 
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2.2 Instruments 
Section 2.2.1 gives a short description of the instruments which were used to measure 
therapist-parent interaction at the molecular level (i.e., at the level of speech acts) as well 
as at the molar level (i.e., at the level of the alliance). In section 2.2.2 instruments to 
measure treatment outcome and additional questionnaires will be presented. 
2.2.1 Observation of therapist and client verbal behaviour 
1. Category System for Therapist Behavior (CSTB) 
Verwaaijen (1990) constructed this category system in order to code the verbal behaviour 
of therapists working in accordance with the FPA (see also Van Hooren & Ruikes, 1987; 
Verwaaijen, 1987). Appendix A shows the 18 categories of the CSTB. Verwaaijen 
(1990, p. 33) demonstrated that high levels of interrater reliability (i.e., kappa's of .90) 
on category level are possible. Furthermore, she showed that therapist's speech acts 
(coded with the CSTB) varied according to treatment stages (see also Verwaaijen & Van 
Acker, 1993a). 
2. The Coding system for the Interaction in Psychotherapy (CIP) 
The Coding system for the Interaction in Psychotherapy (CIP), developed by Schindler, 
Müller, Hohenberger-Sieber and Hahlweg (1988), was selected as it appeared to meet all 
necessary criteria (see explanation below). Using this category system, the therapeutic 
function of each utterance from the therapist and client can be classified. Schindler, 
Hohenberger-Sieber and Hahlweg (1989) demonstrated that shifts in client and therapist 
behaviour were consistent with the application of therapeutic strategies during the first 
session. As mentioned in Chapter 1, therapist-client interactions, as determined by the 
CIP, can predict treatment outcome (Schindler, 1988, 1991; Kaimer, Reinecker & 
Schindler 1989). However, the CIP has the disadvantage of being developed especially 
for individual behavioural therapy. Hence, it is uncertain if this category system (in 
particular the client scale of the CIP) may represent relevant processes in FPA treatments. 
To investigate this, Van Zandwijk and Janssen (1992) conducted a pilot study, using the 
client scale of the CIP (see Appendix B), on four FPA treatments. Statements of family 
members which were not directed to the therapist were coded as Family Talk. Within the 
most successful treatments, clients showed more cooperation and less resistant 
behaviour. Furthermore, these clients used more clarificatMlps. These results seem to 
indicate that the client scale of the CIP, applied to FPA treatments, has predictive value. 
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A category system for measuring client behaviour within the context of the FPA was not 
available. Thus it was necessary to either develop a new category system or use an 
already existing system for coding client behaviour. Krippendorff (1989) advises the 
latter, with some minor adaptations, if necessary. The use of existing systems does have 
its advantages. It makes comparison with other research results possible and furthermore, 
the amount of time invested in developing clear and reliable coding instructions could be 
greatly reduced. 
The main criteria for coding systems are : 
1. The categories must be exhaustive. For optimal content validity, all possible 
behaviours should be classifiable. 
2. The categories must be exclusive. For optimal discriminant validity, each category 
must be as specific as possible. 
3. The categories must represent theoretical as well as empirically relevant distinctions. 
This means that the category system is able to reflect the most important processes, for 
example treatment processes in family therapy. The empirical relevancy may be a result of 
the predictive value with regard to treatment outcome (see Russell & Stiles, 1979; 
Wester, 1987). 
Additional criteria which are relevant in developing or selecting a coding system 
are (see Goodman & Dooley, 1976; Hahlweg, 1988; Pinsof, 1981, 1989; Russell & 
Trull, 1986; Verwaajen, 1987, 1990): 
4. The categories must be as specific as possible, that is with minimal inference, to enable 
maximal reconstruction. 
5. The category system must facilitate reliable coding. 
6. The category system should not become too large or too complex. The required 
investements for training should be proportional to the research results. 
7. The categories are or may be grouped into main and subcategories. This simplifies the 
analysis and interpretation of the results. 
8. For the purpose of the present study, a further criterion is necessary. The categories 
for client behaviour must be complementary to those of the categories for therapist 
behaviour (CSTB). This implies that behaviours of family members must be formulated 
in terms of client-therapist interaction (which is the object of this study), instead of family 
interaction. Furthermore, the categories for client behaviour must have the same level 
(i.e., speech act) and coding unit (i.e., the turn) as the CSTB categories. This will enable 
sequential analysis. 
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3. The VanderbÜt Psychotherapy Process Scale (VPPS) 
Since 1973, the Vanderbilt Psychotherapy Project has been developing and testing the 
VPPS. With this instrument, behavioural aspects of the therapeutic relationship can be 
observed by a third-party. The VPPS is based on the general assumptions that 
psychotherapy is an interpersonal process, hence it is largely neutral with respect to 
specific therapeutic theories and applicable to various approaches (Suh, Strupp & 
O'Malley, 1986). The VPPS consists of 8 subscales (Likert-type), which evaluate 
therapist's and client's demeanour. Two subscales (Patient Participation and Patient 
Hostility) form the poles of the Patient Involvement. The Therapist Offered Relationship 
is formed by the subscales: Therapist Warmth and Friendliness and Negative Therapist 
Attitude (see Apendix D). The Patient Participation reflects the extent to which the client 
is actively and positively involved in the conversation. High scores on Patient Hostility 
reflects a lack of involvement by the client and a defensive, hostile attitude. Therapist 
Warmth and Friendliness reflects his or her attitude toward the client. High scores on the 
Negative Therapist Attitude subscale indicate an intimidating, threatening attitude being 
exhibited by the therapist. 
2.2.2 Instruments to measure outcome 
1. The category system for child-rearing and behavioural problems 
Most researchers agree that a change in the presenting problems is the most essential 
criterion for improvement (see Anderson, 1988; Gurman, Kniskern & Pinsof, 1986; 
Jacobson, 1988; Todd & Stanton, 1983; Wynne, 1988a). Some systems oriented 
therapists argue that change in family interactions should be the primary change criterion. 
Kniskern (1985) recognizes that, when presenting problems remain unsolved, one may 
question if relevant changes in family interactions have taken place. 
Instead of applying diagnostic labels (e.g., DSM IHR, American Psychiatric 
Association, 1987), it is more adequate to depart from the presenting problems of the 
family and to use these problems for treatment and evaluation (Anderson, 1988). During 
family therapy, the initially presenting complaints will be transformed into specific and 
attainable goals (see Wynne, 1988a). Within FPA treatments, the family and the therapist 
concentrate on the attainment of goals, which are desirable for the specific family 
involved (see Van Acker, 1988a). 
Employing qualitative analysis, Van Acker (1988a) developed a category system 
for child-rearing and behavioural problems. This category system makes it possible to list 
the problems that parents present during the session. It classifies literal sayings which 
relate somehow to the problematic child, into child-rearing problems and behavioural 
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problems. Utterances which refer to difficulties in the affective or power relationship 
between parents and those which relate to freedom of choice, are coded as child-rearing 
problems. Descriptions of problematic behaviour can be categorized as emotional 
problems or socially maladjusted behaviour (See Appendix E). 
Besides the category system for child-rearing and behavioural problems, which was used 
to measure change in presenting problems (see section 2.3), several instruments were 
applied for additional outcome measures. 
2. Client Satisfaction List 
This questionnaire (see Verwaaijen, 1990, pp. 108-109) was constructed to measure 
client's perception of how he or she benefitted from the (FPA) treatment. Most items 
refer to satisfaction with the treatment procedures and the contact with the therapist. Other 
items refer to treatment results: 'Has treatment produced any results, according to you?', 
'Do you feel you can hold your own again?', and 'Are you and your son/daughter getting 
on well at the moment?' While most clients from the FPA (about 80% of the mothers) 
seem to be satisfied with the treatment procedures and contact with the therapist, a smaller 
percentage (only about 60% of the mothers) reply positively to the last three questions 
(Hendrikx and Karsters, 1993). 
3. Problem perception questionnaire 
This questionnaire (see Verwaaijen, 1990, pp. 95-96) was constructed to measure 
problem perception. The nine items refer to the way the problems affect various aspects 
of family life. These questions are based on clinical experience with the families of the 
Family Project (Verwaaijen, 1990, p. 22). Scores on the problem perception 
questionnaire indicate that, for most of the families in the Project, the mothers appear to 
suffer more from the family problems than any other family member (Van Acker, 1986; 
Verwaaijen, 1990). 
4. Gezins Dimensie Schalen (Family Dimension Scales) 
The Gezins Dimensie Schalen (GDS) is a Dutch revision of Olson's Family and 
Cohesion Evaluation Scales (Buurmeijer & Hermans, 1988). The GDS represents two 
central dimensions in family functioning, those being cohesion and adaptability. The first 
dimension refers to the level of emotional bonding family members have toward each 
other. The latter represents the ability of a family system to change its power structure, 
role relationships, and relationship rules in response to situational or developmental 
stress. Buurmeijer and Hermans (1988) assume that families that fall into one of the 
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middle levels of cohesion and adaptability are functionally balanced. Families with an 
extreme score on one of the two dimensions may function in an unstable way. Extreme 
scores on both dimensions may indicate a dysfunctionial family. Buurmeijer and 
Hermans (1988) found for instance that within the group of families with conduct 
disordered adolescents the chaotic disengaged families were overrepresented. 
5. Evaluatie van de behandeling door de hulpverlener (Treatment evaluation by the 
therapist) 
Many researchers emphasize the relevance of the therapist's treatment evaluation 
(Anderson, 1988; Gurman, Kniskern & Pinsof, 1986; Verwaaijen, 1990; Wynne, 
1988b). The therapist's judgement is important because it gives additional information 
about changes in the family. For the present study a checklist was constructed , where 
therapists could fill in the concrete and abstract goals of a specific treatment, and monitor 
their success. Concrete goals are ones that have been worked on explicitly. These goals 
facilitate the achievement of more abstract goals within FPA treatments, such as restoring 
family hierarchy or detachment of the adolescent. Categories of the concrete and abstract 
goals are presented by Verwaaijen (1990, pp.131-133). Further, overall success was 
rated on a 4-point Likert-type scale (1 = treatment was not successful at all, 2 = treatment 
was not really successful, 3 = actually, treatment was successful, 4 = treatment was 
definitely successful). 
2.3 Procedure 
Selection of sessions for analysis 
The sessions of 13 family treatments (see section 2.1) were recorded on audio cassettes. 
Within each treatment, two blocks of three sessions were selected for further analysis 
(see Figure 3). The first block consisted of the first three sessions in which one or two 
parents were present. In general, the first three sessions with the parents represent the 
first three steps of the FPA (see section 1.3). As mentioned in section 1.2.3, sequences 
of cooperation in the first sessions may influence treatment outcome (Kaimer, Reinecker 
& Schindler, 1989; Schindler, 1988,1991). In family therapy, one of the most important 
goals during the first sessions is to enhance expectations that positive changes in the 
family are possible (Alexander, 1988). The second block of three sessions, in which the 
parents were present, reflected the beginning of treatment phase III. These sessions are 
comparable to Alexander's Induction/Motivation phase, in which the relational skills of 
the therapist have strong effects on changes in the family. When a FPA treatment enters 
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the phase of direct influence (i.e., Phase III) the therapist must promote the family's 
expectations that positive changes will be achieved. The family members, parents in 
particular need to be encouraged to come to grips with the problems. 
Phase I Phase Π 
VPPS 
Phase ΠΙ Phase IV 
Child-rearing 
and behavioural 
problems 
Child-rearing 
and behavioural 
problems 
"^•я sessions with parents, selected for coding 
1
 with CSTB and CIP 
Additional measures: 
1 (at intake) GDS, problem perception 
2 (one month after treatment termination) GDS, 
problem perception, life events, client 
satisfaction, treatment evaluation by the therapist 
Figure 3 Scheme of moments of measurement 
Coding of sessions 
The selected sessions were transcribed literally. During three months, a student of clinical 
psychology and the author practiced the Coding System for Therapist Behavior (see 
Appendix A). For training purposes, they used coded sessions from Verwaaijen's (1990) 
study. After reaching an acceptable interrater reliablily of 75% (i.e., percentage agreement 
on the level of the 18 subcategories), they started coding the verbatim texts. As a check 
on 'coder-drift', intrarater reliability was calculated after four months of coding. The 
percentages agreement were 75 and 81%, respectively. 
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During three months, a student of special education and a student of psychology 
practiced the client scale of the CIP (i.e., the adjusted version, see Appendix B). When 
they reached 75% agreement on the level of 18 subcategories, they started coding the 
verbatim texts. For each utterance, the coders noted the speaker (i.e., father, mother, 
referred child, or others). After three months of coding, the intrarater reliability was 80 
and 87% on the level of 18 subcategories of the CIP client scale, which indicated that 
coder-drift was minimal. 
Measurement of the therapeutic relationship 
To practice the VPPS, a student of special education and a student of clinical psychology 
applied 4 scales of the VPPS (i.e., Patient Participation, Patient Hostility, Negative 
Therapist Attitude, and Therapist Warmth and Friendliness) to sessions of the FPA 
treatments which were not included in the research sample. After listening to the audio 
cassette, they independently gave ratings on the items which refered to one of the 4 
scales. The patient scales were rated twice, when both parents were present. To measure 
interrater reliability, the measure for agreement Ad (see Vermulst, 1991) was applied. 
After reaching an acceptable interrater reliablity (Ad = .80), the second student rated the 
third session of each of the 13 treatments. After about two months, when all the selected 
sessions had been rated with the VPPS, intrarater reliability was high (e.i., Ad = .94). 
Measurement of change in presenting problems 
Change in presenting problems was used as the primary success criterion. The 
recommendation to use this criterion (see section 2.2) may sound simple, but there are 
several complications. First, parents and children perceive problems from different 
perspectives. The problems presented by one of the family members depend on his or her 
specific role in the family. Second, the perception of problems may change purely by the 
way the therapist and client discuss the problems. By reformulating or even by merely 
putting them into concrete terms, the importance of some complaints may change (see 
also section 1.3). Third, the hierarchy of complaints may change, when additional 
problems arise. Each measurement of presenting complaints must be seen as a snapshot 
in time and from a specific (e.g., from the parent's) point of view (Gunman, Kniskern & 
Pinsof, 1986; Kazdin, 1988; Wynne, 1988b). 
In the present study, changes in presenting problems were operationally defined 
as the reduction of the number of child-rearing and behavioural problems, as categorized 
with Van Acker's category system (see section 2.2.2). The number of complaints, 
reported at step 3 in Phase I, served as the baseline. The third step of FPA treatments 
implied that the therapist and family members made an inventory of actual problems. The 
29 
reason for selecting sessions at that point of therapy was that not until the initially vague 
complaints has been made concrete, was it clear which specific changes were desirable 
for the parents. A second point of measurement was determined at step 10, that is the 
treatment evaluation (see Figure 3). The interval between these two points is large enough 
to expect clinically significant changes. Any more time between the observed treatment 
processes (i.e., therapist parent interactions) and treatment outcome would increase the 
bias of process-outcome links by other influences, such as life events. The parents' point 
of view was chosen; for if they do not experience improvements in the problem 
behaviour and less difficulties in child-rearing they will not be motivated to continue 
practicing the advices. In that case, a relapse into old interaction patterns and a worsening 
of the situation are likely to occur. 
To practice the category system for child-rearing and behavioural problems, two 
students of special education coded verbatim texts of FPA sessions. To achieve an 
acceptable level of interrater reliability, the researcher and the coders made a list of 
examples which made explicit when to apply a category more than once. The first code 
for Socially maladjusted behaviour, for example, could be applied for destructing 
household goods as well as for verbally aggressive behaviour. After two months, the 
coders reached an interrater reliability of 75% on the level of subcategories. The relibility 
was calculated by the formula: 100 * Agreements/(Agreements + Disagreements) %. This 
measure for interrater reliability has been recommended by Scott and Hatfield (1985) 
where the maximum number of codes is not restricted. 
The two students then independently coded the verbatim texts representing the 
selected sessions (i.e., sessions with parents at step 3 and step 10). After independently 
coding a particular text and determining interrater reliability, the students discussed the 
disagreements and determined the final list of coded problems reported by the parents in 
the session. In general this resulted in just a few corrections in the number of coded 
complaints. This procedure was chosen to ensure consistent categorization of the 
statements made by the parents. The interrater reliability remained relatively stable during 
the coding job, that is a mean of 70% agreement on subcategory level. After two months, 
intrarater reliability (i.e., percentage agreement on subcategory level from the final lists of 
coded complaints) was 76%, indicating minimal coder drift. 
Additional measurements 
After the first session, the parents completed the Problem Perception Questionnaire and 
the Family Dimension Scales. One month after treatment ended, they completed the same 
questionnaires. In addition, they filled in the Client Satisfaction List and a questionnaire 
for Life Events. The last questionnaire is important to detect interfering events (e.g., 
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serious illness within the family during treatment). At the same time, the therapist 
evaluated the terminated treatment on the checklist (e.i., Treatment evaluation by the 
therapist). The family's socioecomic status (i.e., professional level of the breadwinner) 
was classified on the basis of six socioeconomic background levels of the Index of 
Professions (Westerlaak, Kropman & Collaris, 1975). 
2.4 Analyses 
Frequencies of main categories of therapist and client (i.e., father or mother) behaviours 
were converted to relative frequencies, that is percentages of the total amount of speaker's 
behaviours within a block of three sessions (representing Phase I or Phase III). To 
demonstrate shifts in behaviours from Phase I to Phase III, the Wilcoxon matched-pairs 
signed ranks test (Siegel, 1956) was applied. 
Reducing the number of codes was necessary to make sequential analyses 
possible. Appendices A and В show how combinations of categories resulted in a 
decreased number of different codes for therapist and client behaviour. Relativizing, 
enhancing client's commitment, verbally following the client and supporting are therapist 
behaviours (coded with the CSTB) which correspond to the support/reassurance 
dimension of the CIP (Schindler, 1991, p. 62). This therapist dimension of the CIP 
contains similar categories (viz., addressing emotions, reformulation, understanding, 
confidence giving, positive feedback and minimal support) as the new CSTB code 
Encouragement/Support. 
The new code Initiative/Cooperation (i.e., change-relevant utterances) was 
composed of Self disclosure, Change reports, Cooperation and Clarification. According 
to Schindler (1988, 1991), these behaviours are the most constructive contributions on 
the part of the client. Sequences of empathy or support from the therapist and client's 
change-relevant statements form the sequences of cooperation (see section 1.2.3). The 
remaining therapist and client categories were classed under main categories. Although 
information about possible sequencies of subcategories may be lost, the combination of 
categories with the same psychological meaning simplifies the search for particular 
interaction patterns (Cousins & Power, 1986). 
Finding a pattern in the social interaction (e.g., therapist behaviour A, followed 
by client behaviour B) with sequential analysis amounts to determining that this sequence 
AB occurs more often than is expected on the basis of independency of occurrence of 
category A and category В (Griffin & Gottman, 1990; Moran, Dumas & Symons, 1992). 
The difference between the observed frequency of the sequence and the expected 
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frequency is expressed in a z-value. Z-values of a sequence are asymptotically standard 
normally distributed. A z-value above 1.645 implies that the observed frequency of the 
transition AB is significantly higher (p<.05, one-tailed) than the expected frequency of 
this transition. In general, a series of at least 200 observations is sufficient to reasonably 
approach the standard normal distribution (see Cousins, Power and Carbonari, 1986). 
Besides the use of z-values to demonstrate patterns in the interaction, these z-values may 
be used as scores in standard parametric statistical procedures (Griffin & Gottman, 
1990). 
In the present study, the coding unit was the turn. When each statement is 
determined by floor-switches in the interaction, a code for therapist behaviour cannot 
follow another code for therapist behaviour. The same goes for mother's and father's 
codes. Combining categories for therapist and client categories resulted in 20 different 
codes (i.e., 9 codes for therapist's statements, 5 codes for mother's statements, 5 codes 
for father's statements and 1 rest code for children). With the restriction that an utterance 
cannot follow an utterance of the same speaker, the amount of possible transitions (e.i., 
sequences of two codes) is not 400, but 400 - 81 - 25 - 25 = 269. Van Leeuwe (1993) 
presents the correct formula for calculating the z-values in case of event sequential 
analysis. With a FORTRAN-77 computer program, written by Van Leeuwe and called 
Time and Event Sequential Analysis (TESA), the z-values at lag 1 were calculated. 
Testing hypotheses 
In choosing the appropiate statistical tests, the small sample size, the different levels of 
variables (i.e., ranging from nominal to ratio level), and the skewed distributions had to 
be taken into account. A careful selection of parametric and nonparametric tests was 
therefore needed. To detect trends which confirmed hypotheses la, lb, and lc, 
crosstables were applied. To test the third hypotheses 3a and 3b, the calculation of 
contingency coefficients was limited to connections emerging in a predictor-outcome 
matrix (Miles & Huberman, 1984). In testing the hypotheses 2 and 4, Pearson product-
moment correlations coefficients were used to confine the number of tests of significance. 
Only if the Pearson correlations were at least .30 was the Mann-Whitney-U-test used to 
confirm a significant relationship. With the fifth hypothesis, only U-tests were applied to 
confirm that the occurrence of a particular interaction pattern, indicated by z-values 
greater than 1.65, corresponds with a greater reduction in problems. 
Exploratory analyses 
To demonstrate the relevancy of possible other interaction patterns, a similar strategy as 
for testing the fifth hypothesis was used. Z-values of sequences were dichotomized in 
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high ζ-values (i.e., ζ > 1.65), indicating a pattern in the interaction, and low-z-values 
(e.i., ζ < 1.65), indicating a noncontingent relationship between behaviour A and В 
within the sequence AB. U-tests were applied to reveal relations between the occurrence 
of interaction patterns (which is the independent variable) and the reduction in child-
rearing and behavioural problems. Besides the occurrence of interaction patterns, rates 
(percentages) of therapist and client behaviours were correlated to treatment outcome. To 
determine possible influences from observed client characteristics, U-tests were 
performed to reveal links with therapy success. These foregoing analyses eventually 
yielded a predictor-outcome model, by combining the most favourable client 
characteristics and process variables. 
Ή 
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3 RESULTS 
The goal of the present study is to identify favourable processes within prolonged 
treatments that are performed according to the Family Project Approach. The first 
analyses are guided by the 5 hypotheses, which are based on suggestions from individual 
and family therapy literature (see section 1.4). The intensive analysis of the treatment 
process is continued by further exploring therapist-parent interactions and by searching 
for a combination of input and process variables that can predict therapy outcome. 
In the first section of this chapter, shifts in the therapist and client behaviours across 
treatment phases I and III are presented. The therapists show less information gathering 
behaviour and use more direct influencing behaviour in the third treatment phase. These 
shifts appear to correspond to the general FPA procedure. In section 3.2 the results 
produced by testing the five hypotheses (see sections 1.4 and 2.4.2) will be presented. A 
remarkable finding is that the parents report the greatest reduction in problems at treatment 
termination in cases were cooperative therapist-mother interaction patterns occur in the 
first treatment phase. This pattern implies that the therapist contingently reacts to mother's 
change-relevant statements (cooperation, change reports, self-disclosure and clarification) 
with encouraging and supporting remarks. The same pattern does not apear relevant in the 
third treatment phase. The results from the hypotheses-testing part form the point of 
departure for the exploratory analyses. These analyses are intended to answer three 
questions: 1. Are there other (than already tested) interaction patterns that can predict the 
reduction in child-rearing and behavioural problems? 2. Which client characteristics and 
which process variabes are related to treatment outcome? 3. Which combination of input 
and process variables predicts positive outcome? The results show a strong relationship 
between the occurrence of an interaction pattern in the beginning of the third treatment 
phase and therapy success. This implies that in the most successful FPA treatments, the 
mothers contingently react on encouraging and supporting remarks with cooperation, 
change reports and descriptions of positive behaviour of their daughter or son. From the 
client characteristics tested, initial levels of cohesion and adaptability appear strong 
predictors of treatment outcome. Apart from the therapist-parent interaction patterns 
several process variables are identified as predictors of problem reduction. Relevant 
variables from Phase I are mother's hostility and the rate of therapist's statements that 
intend to change the way parents experience problems. Predictors from Phase III are the 
levels of encouragement and support on the part of the therapist and the total percentage of 
mother's cooperation, change reports and description of positive (child's) behaviour. The 
combination of 7 variables yields a predictor-outcome model. In the final section of this 
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chapter the central outcome variable, being the reduction in child-rearing and behavioural 
problems at treatment termination, is related to several post-measurements. The most 
positive parental evaluations, measured one month after treatment evaluation, appear to 
correspond to the decrease in child-rearing problems. 
3.1 Therapist and client behaviour within treatment phases 
Within FPA treatments, shifts in therapist behaviour, in particular increases in Direct 
Influence and decreases in Information Gathering, correspond to differences between 
Phase I (Concretizing problems) and Phase III (Direct influence). These theoretical phases 
are reflected by the following behaviourally determined stages· Information, in which the 
therapist is principally gathering information while avoiding the use of intervention 
strategies whenever possible, and Modification, in which the therapist instigates and 
facilitates change in the family (see Verwaaijen, 1990; Verwaaijen & Van Acker, 1993a). 
In order to show that the treatments which were investigated in the present sample meet 
these shifts, percentages of each main category of therapist behaviour are given. Figure 4 
and Figure 5 represent distributions of therapist behaviours (main categories of the 
CSTB) within each treatment for Phase I and Phase III respectively. 
client-directed 
influence 
structure 
insight 
information 
1 2 3 4 5 6 7 8 9 1 0 1 1 1 2 1 3 
family 
Figure 4 Distribution of therapist behaviour in Phase I (Concretizing 
problems) 
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0 influence 
Щ structure 
И insight 
В information 
1 2 3 4 5 6 7 8 9 1 0 1 1 1 2 1 3 
family 
Figure 5 Distribution of therapist behaviour in Phase III (The direct 
influence) 
In the phase of Concretizing problems (Phase I) therapist behaviour was largely 
characterized by information gathering. In nine cases this behaviour reflected more than 
one third of the therapist's repertoire. In general, information gathering decreased from 37 
% to 20 % in the beginning of Phase III, as the Wilcoxon matched-pairs signed-ranks test 
shows (T=3, p<.01, two-tailed). Only in two cases was there a slight increase in 
information gathering behaviour. In all cases, the amount of Direct Influence increased in 
the third phase (T=0, p<.01, two-tailed). No general shifts in the amount of insight 
stimulating behaviours, structuring statements or client-directed activities were shown (T 
values are 42.5, 30 and 35.5 respectively). Although in the present study only the first 
three sessions with parents within phases I and III were selected, the same shifts in 
therapist behaviour shown by Verwaaijen (1990) were found. This indicates that the 
selected sessions from these phases to a large extent represent FPA treatment process, in 
particular changes of therapist behaviour across the behaviourally determined stages 
Information and Modification. 
In the selected sessions (mainly with parents, sometimes in the presence of 
children) the changes in therapist behaviour influenced client's verbal behaviour 
(measured with the CIP, see Appendix B) during the session. In the first three sessions 
(Phase I), almost half of mother's utterances (mean 47%) fell in the main category 
Problem description (see Figure 6). An average of 1H% were Short answers to questions 
of the therapist. The other statements of the mothers were change-relevant statements 
(Self-disclosure, Change reports, Cooperation and Clarification) Only a small percentage 
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of mother's behaviour was categorized as Resistant behaviour Several investigators 
(Keijsers, Schaap, Hoogduin & Lensen, 1992, Schindler, 1991) have also reported small 
amounts of resistant behaviour at the beginning of (individual) therapy. 
Resislanl behaviour 
Clarification 
Cooperation 
Change reports 
Self-disclosure 
Short answers 
Problem description 
1 2 3 4 5 6 7 8 9 1 0 1 1 1 2 1 3 
family 
Figure 6 Distribution of client (mother) behaviour in Phase I 
(Concretizing problems) 
In Phase III the amount of problem descriptions decreased from 47 % to 35 % (T=4, 
p<.01, two-tailed) while the amount of change-relevant statements increased from 12 % 
to 17 % (T=9.5, p<.01, two-tailed). The Wilcoxon matched-pairs signed-ranks test does 
not indicate shifts in short answers or resistant behaviour (T values are 23.5 and 19 
respectively). 
Within the sample, five mothers could be regarded as single In three of these 
families, the father was totally absent In two other families (nr 6 and 9) the father was 
frequently absent at home as well as from treatment sessions (see section 2.1). For 
fathers, the shift from a more (50 %) to a less fiequem (29 %) use of problem 
descriptions can be observed (T=0, n=8, p< 01, two-tailed) Five of the eight fathers, 
who attendented regularly, showed more (18 l/<) change-ielevant statements in Phase III. 
The significant shift, showed by the mothers, does not apply to the husbands (T=10.5, 
n=8, p>.05, two-tailed). The fathers showed neither shifts in short answers nor shifts in 
resistant behaviour (T values are 18 and 15 respectively). 
D 
0 
38 
100 
Ш Resislanl behaviour 
В Clarification 
Π Cooperation 
YA Change reports 
Ξ Self-disclosure 
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Figure 7 Distribution of client (mother) behaviour in Phase I I I (Direct 
influence) 
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Distribution of client (father) behaviour in Phase I 
(Concreli/.ing problems) 
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Figure 9 Distribution of client (father) behaviour in Phase I I I (Direct 
influence) 
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3.2 Results of testing hypotheses 
3.2.1 Client characteristics and resistant behaviour 
Table 1 shows how the mothers experienced family functioning at the onset of treatment. 
Based on their perception, the sample of families can be divided up into six chaotic and 
seven non-chaotic families. 
Table 1 Family functioning, socioeconomic status, somatic complaints 
and percentage of resistant behaviour of mother in Phase I 
Family functioning 
family adaptability3 cohesionb SESC somauc complaints'' Pere, resistant beh. 
(Phase I) 
13 
11 
7 
9 
2 
12 
3 
6 
8 
5 
1 
10 
4 
chaotic 
chaotic 
chaotic 
chaotic 
chaotic 
chaotic 
flexible 
structured 
structured 
structured 
rigid 
rigid 
rigid 
disengaged 
disengaged 
disengaged 
disengaged 
disengaged 
separated 
disengaged 
separated 
connected 
connected 
separated 
connected 
disengaged 
6 
2 
2 
4 
2 
5 
5 
6 
3 
3 
3 
6 
4 
2 
2 
4 
-
2 
2 
3 
2 
2.5 
3 
1 
2 
3 
0 
0 
2 
1 
0 
0 
0 
1 
2 
0 
1 
0 
2 
a
 in bold face' extreme level of adaptability 
b in bold face' extreme level of cohesion 
с Occupational level (sec Index of Professions, Wcslcrlaak, Kropman & Collans, 1975), low occupational 
levels are represented by low scores. 
d the extent of mother's suffering from somatic complaints because of family problems, a missing value 
is indicated by -. 
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The amount of mother's resistant behaviour (within Phase I) does not seem to be 
positively related to extreme levels (in particular, chaotic levels) of adaptability, as 
indicated by the low value (.232) of the contingency coefficient (see Table 2). There is 
even a minor trend in the opposite direction. 
Table 2 Percentage resistant behaviour of mother and level of 
adaptability 
Percentage rcsismnl behaviour (phase I) 
0 1 2 
number of: 
chaotic families 4 1 1 
non-chaotic 3 2 2 
families 
It was hypothesized that mothers with low socioeconomic status show the greatest 
amount of resistant behaviour at the beginning of therapy. This was not confirmed by the 
data in the present study (see Table 3). The contingency coefficient is .232. 
Table 3 Percentage resistant behaviour of mother and socioeconomic 
status 
Percentage resistant behaviour (phase I) 
0 1 2 
number of: 
families 3 1 2 
(low SES) 
families 4 2 1 
(high SES) 
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The third client characteristic which was assumed to play a part in the amount of resistant 
behaviour was mother's problem perception, in particular the extent she suffers from 
somatic complaints because of the problems at home. Table 4 shows a clear trend that the 
mothers who more often experienced somatic problems because of the problems at home 
were also more resistant at the onset of therapy (contingency coefficient =.581). 
Table 4 Percentage resistant behaviour of mother and the extent of 
suffering from somatic compilants (because of family 
problems) 
Pcrccnuigc rcsisuini behaviour (phase I) 
0 1 2 
number of families: 
-in which mother suffers 5 2 0 
less often from somatic 
complaints 
-in which mother suffers 2 0 3 
more often from somatic 
complaints 
Of the three client characteristics examined, only mother's problem perception (in 
particular her suffering from somatic complaints such as headaches and insomnia) seemed 
to be related to the amount of resistant behaviour in the first treatment phase. This finding 
was confirmed by analyses in which the three predictor variables are included at one time. 
It seems plausible that the mothers who experience the most somatic complaints (resulting 
from the problems at home) are having the most difficulty in investing time and energy in 
the therapy sessions. 
3.2.2 Parent involvement and therapist and client behaviour 
To test hypothesis 2 (see section 1.4), Pearson correlations between mother's or father's 
involvement and the rate of constructive statements were calculated. During Phase I, the 
most constructive statements from the therapist are concretizing statements and problem 
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exploration (A), problem elucidation and problem inventory (B) or a combination of these 
(A+B). Table 5 shows the correlation coefficients between client involvement and 
therapist's constructive statements. The involvement is represented by a combination of 
two VPPS-subscales, being patient participation and patient hostility (see section 2.2.1). 
None of the correlation coefficients exceed .30 and the table does not show a clear 
pattern. Evidently, parent involvement does not depend on the amount of therapist's most 
constructive statements during the first treatment phase. 
Table 5 Correlations between parent's involvement and percentages 
therapist behaviour (Phase I) 
VPPS-
(sub)scores 
m o t h e r ^ 131: 
participation 
hostility 
involvement 
father (n=91: 
participation 
hostility 
involvement 
Concretizing + 
Problem cxplor. 
-.02 
-.08 
.04 
-.38 
.22 
-.32 
Problem ι clucidalior 
+ Problem invent. 
-.23 
.29 
-.35 
.22 
-.02 
.13 
A+B 
Concretizing + Problem exploration 
+ Problem cluc.+Problcm invent. 
-.16 
.09 
-.17 
-.32 
.21 
-.28 
Note. Computed values arc Pearson product-moment correlation cocl'ficicnLs. 
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involvement (mother), standard scores 
Involvement (mother) and the percentage of concrete problem 
descriptions (Phase I) 
During Phase I of FPA treatments, client's most constructive statements are concrete 
descriptions of problems, change-relevant statements (Self-disclosure, Change Reports, 
Cooperation and Clarification), or a combination of these. Figure 10 shows that low 
involved mothers use few concrete problem descriptions, while high involved mothers 
show varying rates of this kind of statements. Table 6 shows a relatively high correlation 
(r=.50) between mother's involvement and her amount of concrete problem descriptions. 
A lower correlation (r=.38) was found between mother's involvement and the 
combination of concrete problem descriptions and change-relevant statements. To detect 
differences between high (e.i., above the median) and low involved mothers, Mann-
Whitney-U-tests were performed. As Table 7 demonstrates, high and low involved 
mothers did not differ with respect to the amount of constructive statements. 
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involvement (father), Mandaid scores 
Figure 11 Involvement (father) and the percentage of change-relevant 
statements (Phase I) 
Figure 11 shows that the most involved fathers tended to use more change-relevant 
behaviours. High correlations were found between father's involvement and the amount 
of his change-relevant statements (r= 81) and the combination of change-relevant 
statements and concrete problem descriptions (r= 89) Table 8 shows the results of the Li-
tests with regard to low versus high involved fathers. The low U-value of 3.5 indicates a 
trend that the most involved fathers made more change-relevant statements (e g., goal 
formulation and expression of confidence) than less involved fathers. 
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Table б Correlations between parent's involvement and percentages 
of client behaviour (Phase I) 
VPPS-
(sub)scores 
moihçrin=l3); 
participation 
hostility 
involvement 
fathering: 
participation 
hostility 
involvement 
Probi, description concrete 
mother 
.38 
-.37 
.50 
father 
.41 
-.52 
.49 
chanec-rclcvant 
mother father 
.42 
.34 
.05 
.77 
-.77 
.81 
Probi, description concrete 
+ chanpc-rclcvani 
mother father 
.58 
.01 
.38 
.81 
-.88 
.89 
Table 7 Low versus high involvement and mean percentages of 
mother's verbal behaviour (Phase I) 
high involved mothers low involved mothers U-value 
Problem description 
description 
concrete 
13.7 11.0 12.5 
(пі=6;п2=7) 
Problem description 
concrete + 
change-relevant 
statements 
24.8 23 0 16.5 
(ni=6; П2=7) 
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Table 8 Low versus high involvement and mean percentages of 
father's verbal behaviour (Phase I) 
high involved fathers low involved fathers U-value 
Problem 
description 
concrete 
6.0 8.7 6.0 
(пі=3;п2=6) 
change-relevant 
statements 
13.0 7.3 3.5 
(ηι=3;π2=6) 
Problem 
description concrete + 
change-relevant 
statements 
19.0 16.0 8.5 
(пі=3;п2=6) 
3.2.3 Therapeutic alliance and therapist-parent interactions 
The third hypothesis implies that particular therapist-parent interactions during the third 
treatment phase can be predicted from aspects of the therapeutic alliance, measured at the 
third session. Parent's involvement and the quality of the therapist offered relationship are 
considered here as the relevant aspects. Besides the predictive value of these aspects, it 
was hypothesized that client's involvement and a positive attitude on the part of the 
therapist are correlated. To test parts of the third hypothesis, measures of parent's 
involvement and the therapist offered relationship were dichotomized in high values (i.e., 
above the median) and low values. 
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suggestions/advice ·> Initiative/Cooperation (Phase III) 
Only two from the six most involved mothers reacted contingently to the therapist's 
suggestions and advice with change-relevant utterances (see Table 9) Figure 12 does not 
reveal any relationship between mother's involvement and z-values of this particular 
sequence. From the three most involved fathers however, two showed an interaction 
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pattern during the third treatment phase A contingency coefficient (C= 598) points to a 
relationship between father's involvement and his immediate reaction on therapist's 
suggestions and advice (see also Figure 13) 
Table 9 VPPS-scoresa and z-values of therapist-mother sequenciesb 
in Phase III 
Therapist s suggestions and advice. 
mother's immediately followed bv. 
family 
12 
13 
9 
2 
4 
8 
1 
7 
5 
6 
11 
10 
3 
involvement 
1.615 
1.419 
1.419 
1.242 
.856 
.351 
221 
-028 
-140 
-794 
-1 254 
-1 ЗЭ^ 
-3 663 
ihcr off rel 
-177 
1.393 
1.671 
2.228 
.747 
.936 
-1 112 
.469 
-1658 
-267 
-3 785 
-267 
- 177 
cliangc rei 
2 95 
45 
1 62 
6 77 
51 
1 19 
2.46 
36 
2 00 
4.74 
3 61 
61 
1 62 
rcsisUinccC 
-121 
29 
-29 
51 
2.11 
-25 
83 
-27 
146 
2.35 
-66 
Note Ihcr off rcl = therapist offered relationship, change rcl = change relevant statements (i e , self 
disclosure, change reports, cooperation and clarification) 
a
 Patient involvement is calculated by subtracting the standard score for hostility from the standard score 
for participation When patient involvement is high (ι с , above the median), the standard score is 
represented in bold Therapist offered relationship is calculated b> subtracting the standard score for 
negative therapist attitude from the standard score for therapist warmth and Incndlincss When Uns 
therapist attitude is posiuve (ι с , above the median), ihc standard score is represented in bold 
° When the z-value of a particular therapist-mother sequence exceeds 1 645, indicating a contingent 
reaction to therapist's suggestions and advices, the / value is represented in bold 
c
 A indicates that the z- value could not be measured because no rcsisLmt behaviour occurred 
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Occasionally, this therapist behaviour was responded with resistance on the part of 
mother. Only in two cases, one can speak of a pattern in the therapist-mother interaction 
(family 8 and 11) Table 9 does not reveal a possible relationship between mother's 
involvement and the ocurrence of the pattern resistance elicited by therapist's suggestions 
and advice None of the 8 fathers responded contingently to suggestions and advice with 
resistant remarks (see Table 10) 
Mother's high involvement and a positive attitude on the part of the therapist appear 
to be correlated (r= 49) Such a relationship was not found with the fathers (r=- 04) 
Table 10 VPPS-scoresa and z-values of therapist-father sequencies^ in 
Phase III 
family 
10 
4 
13 
2 
12 
5 
3 
1 
involvement 
1.630 
1.261 
1.230 
830 
830 
830 
-245 
2613 
Ihcr off rcl 
267 
.747 
1.393 
2.228 
177 
1658 
-177 
1 112 
Thcrapisi s suggestions and advice. 
immediately lollowccl bv 
change rcl 
2 13 
2 62 
91 
35 
81 
154 
49 
29 
rcsisuinccc 
-29 
-40 
-25 
-21 
Note Iher off rel = therapist offered relationship, change rcl = change relevant statements (ι e , self 
disclosure, change reports, cooperation and clarification) 
a
 Patient involvement is calculated by subtracting the standard store for hostility from the standard score 
for participation When patient involvement is high (ι с , above the median), the standard score is 
represented in bold Therapist offered relationship is calculated by subtracting the standard score for 
negative therapist attitude from the standard score for therapist warmth and friendliness When this 
thcrapisi altitude is posiuvc (ι с , above the median), the standard score is represented in bold 
° When the ζ value of a particular thcrapisi father sequence exceeds 1 645, indicating a contingent reaction 
to therapist s suggestions and advices, the 7 value is represented in bold 
с A indicates that the ζ value could not be measured because no resistant behaviour occurred 
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In section 3.2.4. possible links between the therapeutic alliance and therapy outcome will 
be discussed. The sections 3.2.5, 3.1 and 3.2 will demonstrate which interaction patterns 
have a predictive value in relation to problem reduction. 
3.2.4 Therapeutic alliance and problem reduction 
In the present study, the central outcome variable was the reduction in child-rearing and 
behavioural problems. Figure 14 shows the distribution of problems, which were 
presented by the parents in the first treatment phase. For each of the 13 families, the total 
number of different problems is counted. When the same complaint was mentioned by 
both parents, it is counted once. In general, most complaints were formulated in terms of 
socially maladjusted behaviour. These problems varied from unmanageable behaviours at 
home (e.g., ignoring the house rules, excessively screaming and using abusive language) 
to running away, truancy and misbehaviour at school. In addition, smoking, drinking, 
and wasting money (for instance, gambling) were frequently mentioned by the parents. In 
10 cases, the parents reported emotional problems of the child, such as tics, anxiety, and 
passivity. In most families, the parents complained about difficulties in the child-rearing 
relationship. Frequently mentioned problems were not trusting the child, feelings of 
powerlessness, and reacting negatively to the child. These kinds of complaints refer to 
problems in the affective relationship. Furthermore, inconsistent behaviour of one of the 
parents, severe punishments or indulgence, which refer to problems in the power 
relationship, were mentioned in the most cases. To a minor extent, the parents themselves 
sometimes reported problems which refered to the choice of freedom, such as the 
inclination to regularly check on the child (cf. Van Acker, 1988b). 
Table 11 shows the reduction (expressed in absolute numbers) in child-rearing problems 
(i.e., problems in affective or power relationship, problems concerning the choice of 
freedom) and the reduction in behavioural problems (i.e., emotional problems and social 
maladjustment) at the evaluation of the treatment (Phase IV). Only in some cases a 
reduction in emotional problems was reported. In the most cases, the parents reported 
distinct improvements in socially unadjusted behaviour. To a lesser extent, they 
mentioned a decrease in child-rearing problems (in particular in the affective and the 
power relationship). Because of the relatively smaller numbers of child-rearing problems 
presented in Phase I (except for family nr. 3), the highest possible reduction in these 
child-rearing difficulties was lower than the maximum decrease in behavioural problems. 
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family 
Figure 14 Number of complaints presented in Phase I 
Table 11 Reduction in child-rearing and behavioural problems 
Reduction in child-rearing problems Reduction in behavioural problems 
Family Affective Power Freedom of Choice Emotional Socially unadjusted 
problems behaviour 
6 
1 
8 
5 
3 
11 
12 
10 
9 
13 
2 
4 
7 
4 
2 
2 
3 
2 
1 
1 
0 
0 
-1 
-2 
-5 
-1 
4 
3 
2 
0 
2 
2 
0 
1 
0 
0 
1 
1 
•A 
1 
0 
1 
1 
Ü 
0 
1 
0 
0 
-1 
-1 
-1 
0 
0 
0 
4 
3 
0 
-3 
0 
1 
0 
0 
0 
1 
-1 
5 
10 
1 
7 
6 
-2 
5 
4 
0 
10 
-2 
1 
-1 
Noi£. Negative values mean an increase in the number ol complaints. 
53 
Because of the relatively small changes per category (tor instance, Choice of freedom and 
Emotional problems), only the main categories, being child rearing and behavioural 
problems, and the total problem reduction, will be used as the dependent variables 
Hypothesis 4 was based on empirai findings in the field of psychotherapy process 
research that client involvement is the most consistent and strong predictor of treatment 
outcome O'Malley, Suh and Strupp (1983) among others found that patient involvement 
was strongly correlated to the patient overall ratings of success 
In the present study, the expected relationship between parent's involvement and 
the reduction in the number of child-rearing and behavioural problems could not be 
affirmed The Pearson correlation for the therapist offered relationship and reduction in 
the total number of problems is negative too (see Table 12) The absence of clear links 
between parent's involvement or therapist attitude and therapy outcome is shown 
respectively by Figures 15, 16 and 17 
Table 12 Pearson correlations between aspects of the therapeutic 
relationship and reduction in number of problems 
Reduction in 
VPPS scales child rearing problems behavioural problems child rearing and 
behavioural problems 
mother (n= 13). 
participation 
hostility 
involvement 
father fn=91. 
participation 
hostility 
involvement 
therapist (n=13) 
warailh 
negauve therapist aiuiudc 
ther offered relauonship 
S4 
13 
49 
41 
35 
31 
35 
-24 
48 
46 
19 
22 
02 
06 
II 
09 
15 
18 
01 
05 
42 
24 
13 
08 
II 
23 
15 
24 
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Figure 15 Involvement from mother and the reduction in total number of 
problems 
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Figure 17 The therapist offered relationship and the reduction in total 
number of problems 
Curiously, a more hostile attitude (which is the negative pole of client involvement) from 
the mother corresponds with a decrease in the number of child-rearing problems. The 
Mann-Whitney-U-test indicates a significant difference (p= 047) between more and less 
hostile (maximum raw score is 8) mothers A similar connection may be presumed by the 
high correlation between the Negative Therapist Attitude and a decrease in child-rearing 
difficulties. The U-test, however, does not confirm this presumption (U=9.5, nl=9; 
n2=4, p>.05). 
3.2.5 Interaction patterns between therapist and parents and the reduction in problems 
According to the fifth hypothesis, treatment success is related to the occurrence of 
sequences of cooperation between the parents and the therapist. In other words, when 
parental change-relevant statements (e.g., change-reports and cooperation, see Appendix 
B), elicites support and encouragement from the part of the therapist, a greater decrease in 
target complaints will be achieved. A similar relationship is expected between success and 
the reverse sequence of cooperation, that is encouragement and support eliciting change-
relevant statements from the parent 
To detect connections between sequences of cooperation and problem reduction, the 
Mann-Whitney-U-test was applied The independent variable was the occurrence of 
patterns in the therapist-parent interaction By dichotomizing z-values in high z-values 
(i.e., z>1.65), indicating a pattern in the interaction, and low z-values (ei., z<1.65), 
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indicating a noncontingent relationship between therapist's and mother's or father's 
behaviour, the sample was divided into two groups. 
Table 14 Reduction in child-rearing problems and the occurrence of 
sequences of cooperation between therapist and parent 
mean reduction in child-rearing problems 
Sequence alz > 1.65 at/. < 1.65 U-value 
Encouragc/S upport-> 
Init/Coop. mother (Phase I) 2.8 (n=4) .9 (n=9) 12 
Encourage/Support -> 
Init/Coop. father (Phase I) 3(n=6) 2(n=2) 3 
Init/Coop. mother -> 
Encourage /Support (Phase I) 4.3 (n=4) .2(n=9) 6.5 
Init/Coop. father -> 
Encourage /Support (Phase I) H n=2) .8(n=6) 6 
Encourage/Support -> 
Inil/Coop. mother (Phase Ш) 3.6 (n=5) .1 (n=8) 9.5 
Encourage/Support -> 
Init/Coop. father (Phase III) 0(n=5) 3.7 (n=3) 1.5 
Init/Coop. mother -> 
Encourage/Support (Phase III) 3.2 (n=5) .4(n=8) 14 
Init/Coop. father -> 
Encourage/Support (Phase III) .3 (n=4) 2(n=4) 1.5 
Tables 14, 15 and 16 show the results of testing differences in treatment outcome, using 
the occurrence of a particular interaction pattern as the independent variable. None of the 
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therapist-mother transitions tested were significantly related to a decrease in child-rearing 
difficulties, as shown by the relatively high U-values (see Table 14) 
Table 15 shows a significant U-value (p< 05, one-tailed test) for one sequence in 
Phase I. This indicates that the mothers who, during the first treatment sessions, 
contingently responded to encouraging and supporting statements from the therapist with 
cooperative statements like goal formulation and expression of confidence, reported 
(together with their husbands) a greater reduction in behavioural problems. 
The reverse pattern, that is encouragement and support following mother's change-
relevant statements, was also related to treatment outcome, as the low U-value (U=4) 
indicates. Figure 18 reveals a notable trend. A more contingent (indicated by higher z-
values) therapist's reaction to cooperative utterances from mother with supporting 
statements goes together with a greater decrease of complaints at treatment termination. 
Figures 19 and 20, which distinguish the type of complaints (viz the reduction in child-
rearing and behavioural problems), show similar trends 
The finding that treatment outcome was related to therapist-mother sequences in the 
first treatment phase was surprising. Based on preliminary analyses (De Kemp, 1992, 
1994), it was expected that sequences of cooperation in the beginning of the third 
treatment phase should predict the reduction in complaints Exploratory analyses (see 
section 3.3) will be used to detect interaction patterns, relevant in the third treatment 
phase. 
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Encouragement/Support (Phase I) and reduction in problems 
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Figure 19 
0 1 2 3 
z-values init/coop (mother)->encour/support 
Z-values of the sequence Initiative/Cooperation (mother)-> 
Encouragement/Support (Phase I) and reduction in child-
rearing problems 
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Figure 20 Z-values of the sequence Initiative/Cooperation (mother)-> 
Encouragement/Support (Phase I) and reduction in 
behavioural problems 
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Table 15 Reduction in behavioural problems and the occurrence of 
sequences of cooperation between therapist and parent 
mean reduction m behavioural problems 
Sequence at ζ >165 a l/<165 U-valuc 
Encourage/Support -> 
Inil/Coop mother (Phase I) 7 8 (n=4) 2 (n=9) 4 5* 
Encourage/Support-> 
Init/Coop. father (Phase I) 7.5 (n=6) 5 (n=2) 6 
Inii/Coop. mother -> 
Encourage/Support (Phase I) 7 5 (n=4) 2(n=9) 7 
Inil/Coop. father -> 
Encourage/Support (Phase I) 4 (n=2) 6 3 (n=6) 6 
Encourage/Support -> 
Imt/Coop. mother (Phase III) 5 2(n=5) 2 9(n=8) 12 5 
Encourage/Supporl-> 
Inil/Coop. father (Phase III) 5(n=5) 7 (n=3) 5 5 
Inil/Coop. mother -> 
Encourage/Support (Phase III) 4 8 (n=5) 3 3 (n=8) 17 
Imt/Coop. father -> 
Encourage/Support (Phase III) 5 (n=4) 4 (n=4) 5 
*p<.05 
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Table 16 Reduction in total number οΓ problems and the occurrence of 
sequences of cooperation between therapist and parent 
mean problem reduction 
Sequence al ζ S 1.65 at L < 1.65 U-valuc 
Encouragc/Supporl-> 
Init/Coop. mother (Phase I) 10.5 (n=4) 2.9 (n=9) 7.5 
Encourage/Support-> 
Init/Coop. father (Phase I) 10.5 (n=6) 5.1 (n=2) 4 
Init/Coop. mother -> 
Encouragc/Suppon (Phase I) 11.8(n=4) 2.3 (n=9) 4* 
Init/Coop. father -> 
Encourage/Support (Phase I) 5(n=2) 7.2 (n=6) 5 
Encourage/Support -> 
Init/Coop. mother (Phase III) 8 8 (n=5) 3 (n=8) 10 
Encourage/Support -> 
Inil/Coop. father (Phase III) 4.2 (n=5) 10.7 (n=3) 3 
Init/Coop. mother -> 
Encourage/Suppon (Phase III) 7.4 (n=5) 3.9 (n=8) 15 
Init/Coop. father -> 
Encouragc/Suppon (Phase III) 4.3 (n=4) 7 (n=4) 3 
*p<.05 
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3.3 Exploratory analyses 
The foregoing analyses revealed that a cooperative therapist-mother interaction pattern in 
the first phase of therapy can predict outcome. This finding detemines further exploratory 
analyses. The main questions in this section are: 1. Are there other (than already tested) 
interaction patterns that can predict the reduction in child-rearing and behavioural 
problems? 2. Which client characteristics and which process variabes are related to 
treatment outcome? 3. Which combination of input and process variables predicts positive 
outcome? These questions will be answered by exploring frequently occurring interaction 
patterns (section 3.3.1) and other sequences of cooperation (section (3.3.2), and by 
searching for the most relevant client characteristics and process variables (3.3.3). 
3.3.1 Frequently occurring interaction patterns 
To detect other interaction patterns which might be relevant with regard to treatment 
success, frequently occurring interaction patterns between therapists and parents were 
selected. Therapist-mother transitions were chosen on the basis of two criteria. In at least 
7 cases the z-value of the transition is greater than 1.64. In these cases, the transition 
occurs at least 15 times during a treatment phase. Because of the smaller number of 
fathers (n=8), the criteria for selecting therapist-father transitions differed in the number 
of cases (viz. 4 instead of 7) in which the z-value is greater than 1.64. 
Tables 17, 18 and 19 show the interaction patterns which frequently occurred 
besides the already described (see section 3.2.5) sequences of cooperation. Within each 
case, information gathering behaviours from the therapist elicited problem descriptions on 
the part of the mother. In most cases (n=ll), these utterances were followed by 
information gathering (e.g., further questioning). These interaction patterns are 
characteristic for the first phase of FPA treatments, in which the therapist is spending 
most of the time on unprejudiced information gathering (cf. De Kemp, 1994). Tables 17, 
18 and 19 show that in the first treatment phase, stimulating insight or structuring remarks 
on the part of the therapist are most likely to be followed by short answers from the 
mother. 
Unidirectional tests were applied to detect significant connections between the 
occurrence of an interaction pattern, indicated by a high z-value, and a greater reduction in 
problems. For all interaction patterns tested here, the U-tests indicate no positive 
relationship with treatment outcome (being the reduction in child-rearing and/or 
behavioural problems). 
62 
Table 17 Reduction in child-rearing problems and the occurrence of 
interaction patterns between therapist and parent 
mean reduction in child rearing problems 
Sequence ai¿>165 al / <1 65 U-value 
Information galhcnng-> 
Problem descr mother (Phase I) 15(n=13) - a 
Problem descr. mother (Phase I)-> 
Information gathering 1 3 (n= 11) 2 5 (n=2) 9 5 
Stimulating insighi-> 
Short answers mother (Phase I) 7 (n=9) 4 8 (n=4) 6 
Structuring thcrapy-> 
Short answers mother (Phase I) 21 (n=10) -7(n=3) 10 5 
Encourage/Support -> 
Problem descr mother (Phase III) 19(n=10) 0(n=3) 11 
Problem descr mother -> 
Encouragc/SupporuThasc III) 3 1 (n=7) -18(n=6) 10 5 
Information galhcnng-> 
Short answers father (Phase I) 5 (n=4) 1 3 (n=4) 8 
Encourage/Support-> 
Problem descr. father (Phase I) 6(n=7) 5 (n=l) 0 
Probi descr. father (Phase !)-> 
Encourage/Support - 2 (n=6) 3 5 (n=2) 2 
a
 not applicable 
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Table 18 Reduction in behavioural problems and the occurrence of 
interaction patterns between therapist and parent 
mean reduction in behavioural problems 
Sequence at / £165 a t / < 1 6 5 U-value 
Information gathering -> 
Problem descr mother (Phase I) 15(n=13) - a 
Problem descr mother (Phase I) > 
Information gathering 3 1 (n=l 1) 7 5 (n=2) 5 5 
Stimulating insight -> 
Short answers mother (Phase I) 2 1 (n=9) 7 5 9n=4) 7 
Structuring therapy -> 
Short answers mother (Phase I) 6(n=10) 3 1 (n=3) 9 5 
Encourage/Support -> 
Problem descr mother (Phase III) 3 6(n=10) 4 3 (n=3) 14 
Problem descr mother -> 
Encourage/Support (Phase III) 4 3 (n=7) 3 2 (n=6) 18 5 
Information gathering -> 
Short answers father (Phase I) 6 5 (n=4) 7 5 (n=4) 7 
Encourage/Support -> 
Problem descr father (Phase I) 5 1 (n=7) l()(n=l) 1 
Probi descr father (Phase I) -> 
Encourage/Support 4 3 (n=6) 7 5 (n=2) 4 
a
 not applicable 
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Table 19 Reduction in problems and the occurrence of 
interaction patterns between therapist and parent 
mean rcducuon in problems 
Sequence atz>165 «u/<165 U-value 
Information gathering -> 
Problem descr mother (Phase I) 15 (n=13) - a 
Problem descr molhcr (Phase I) -> 
Information gathering 4 4 (n= 11 ) 10 (n=2) 7 5 
Stimulating insight -> 
Short answers mother (Phase I) 2 1 (n=9) 12 3 (n=4) 4 
Structuring therapy -> 
Short answers mother (Phase I) 3 8(n=l0) 5 3 (n=3) 14 
Encourage/Support -> 
Problem descr molhcr (Phase III) 4 1 (n= 10) 4 3 (n=3) 12 5 
Problem descr mother -> 
Encourage/Support (Phase HI) 7 4(n=7) 3 (n=6) 12 
Information gathering -> 
Short answers father (Phase I) 7 8 (n=4) 5 5 (n=4) 8 
Encourage/Support -> 
Problem descr father (Phase I) 5 4 (n=7) 15 (n= 1 ) 0 
Probi descr father (Phase I) -> 
Encourage/Support 61 (n=6) 9 5 (n=2) 3 
a not applicable 
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3.3.2 Sequences of cooperation, during the third phase of treatment, and the reduction in 
problems 
The foregoing results in sections 3.2.5 and 3.3.1 indicate that from all the sequences 
tested, only the sequences of cooperation between therapist and mother can predict 
treatment outcome. A remarkable finding was that these interactions in the first treatment 
phase have predictive value. Against all expectations, no significant relationship was 
found between these sequences in Phase III and the reduction in child-reanng and 
behavioural problems. 
It is possible that m the third phase of the FPA treatments, somewhat different kind 
of sequences of cooperation are important In the foregoing analyses change-relevant 
behaviour (i.e., initiative/cooperation) was defined as the sum of Change reports, 
Cooperation, Self-disclosure and Clarification Recoding was based on research findings 
in the field of individual therapy (see Schindler, 1991) Within FPA treatments, 
expressions of feelings (Self-disclosure) and information seeking behaviour 
(Clarification) may be less important in the beginning of the third phase Instead of these 
two categories, Problem descriptions-positive behaviour, which are statements refemng 
to recently observed positive child behaviour, may indicate that the parents are able to put 
the problems into perspective A more realistic perception of the behavioural problems can 
be seen as an important interim result (Van Acker, 1988, ρ 207). 
High correlations between the sum of the percentages of Change reports, 
Cooperation and Problem description-positive behaviour, showed by the mother in Phase 
III, and reduction in problems demonstrate the higher predictive value of these client 
behaviours (see Table 20). The combination of the three client behaviours will be referred 
further as Cooperation/Positive Changes Appendix С shows the reduction in client 
categories, used for the exploratory analyses. 
Tables 21, 22 and 23 show how various therapist-mother and therapist-father sequences 
are related to reduction in child-rearing and behavioural problems The U-tests reveal a 
remarkable relationship. The reduction in problems was greater in cases in which the 
mother, during the first three sessions of Phase III, contingently reacted on 
encouragements and supporting statements with coopeiation, change reports and 
descriptions of positive behaviour of her daughter or son (U=4, p< 01, see Table 23). 
The relationship of this pattern and the reduction in child rearing problems was higher 
(U=0, p=.001, see Table 21). No significant relationship was found between the reverse 
pattern and therapy outcome. The U-tests do not show any significant relationship 
between cooperative therapist-father interaction patterns and the decrease in problems. 
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Table 20 Pearson correlations between client behaviours (mother) and 
reduction in problems 
reduction in: 
percentages client behaviour child-rearing problems behav. probi. total number of problems 
Phase I 
Cooperation + Change reports 
+Sclf-disclosurc +Clarificalion .37 .07 .25 
Cooperation + Change reports 
+Problem descr-pos. behaviour .16 .14 .18 
Phase III 
Cooperation + Change reports 
+Sclf-disclosurc +Clari(icalion .39 .13 .30 
Cooperation + Change reports 
+Problcm descr-pos. behaviour .57* .50* .64* 
*p<.05, **p<.01. 
67 
Table 21 Reduction in child-rearing problems and the occurrence of 
sequences of cooperation between therapist and parent 
(Phase III) 
mean reduction in child-rearing probi. 
Sequence aiz>1.6S a l / < 1.65 U-value 
Encourage/Support -> 
Coop/Pos. changes (moihcr) 4.6 (n=7) -2.2 (n=6) 0* 
Coop/Pos. changes (moihcr) -> 
Encourage/Supporl 2.7 (n=7) 0(n=6) 14 
Encourage/Support -> 
Coop/Pos. changes (falhcr) -.8 (n=5) 3.7 (n=3) 15 
Coop/Pos. changes (father) -> 
Encourage/Supporl .3 (n=6) 3.5 (n=2) 2 
*p=.001,onc-lailed. 
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Table 22 Reduction in behavioural problems and the occurrence of 
sequences of cooperation between therapist and parent 
(Phase III) 
mean reduction in behavioural problems 
Sequence al/. >165 a t / < 1 6 5 U-value 
Encourage/Support -> 
Coop/Pos changes (mother) 51 (n=7) 2 8 (n=6) 12 5 
Ссор/Pos changes (mother) -> 
Encourage/Support 4 1 (n=7) 3 3 (n=6) 17 5 
Encourage/Support -> 
Coop/Pos changes (father) 5 (n=5) 7 (n=3) 6 5 
Ссор/Pos changes (father) -> 
Encourage/Support 5 2 (n=6) 7 5 (n=2) 5 5 
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Table 23 Reduction in problems and the occurrence of sequences of 
cooperation between therapist and parent (Phase III) 
mean reduction in problems 
Sequence at 7 >165 at / <1 65 U value 
Encouragc/S upport-> 
Coop/Pos changes (mother) 9 7(n=7) 0(n=6) 4* 
Coop/Pos changes (mother) -> 
Encourage/Support 6 9(n=7) 3 3 (n=6) 15 
Encourage/S upport -> 
Coop/Pos changes (father) 0 9 (n=5) 10 7 (n=3) 3 
Coop/Pos changes (father) > 
Encourage/Support 5 2 (n=6) 11 (n=2) 3 
*p< 01, one-tailed 
3 3.3 Variables predicting treatment outcome 
Numerous input and process variables may influence treatment outcome (see section 
1 2.1) Obviously, only systematically observed variables can be related to the amount of 
problem reduction Table 24 shows the client characteristics, which were measured at the 
onset of the therapy The Mann-Whitney-U-tests reveal that the two success groups differ 
in initial level of cohesion, adaptability and the combination of these two dimensions, 
which is family functioning From the client characteristics, this last variable appeared to 
be the strongest predictor of therapy outcome, as indicated by the lowest U-value in Table 
24. 
Process variables, collected in the present study, included aspects of the therapeutic 
relationship (measured with the VPPS), therapist behaviours (measured with the CSTB) 
and client behaviours (measured with the CIP) To confine the number of statistical tests, 
only therapist and client categories, that were used in the sequential analyses, were 
selected By selecting the receded categories (see Appendices А, В and C), instead of the 
original therapist and client categories, the number of process variables and the number of 
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tests for significance decreased substantially. While these recoded categories consist of 
categories with similar psychological meaning, the loss of information will be limited 
however. Besides these percentages of client and therapist behaviours, only one aspect of 
the therapeutic relationship, being mother's hostility, was included. Previous analysis 
showed the tendency that the rate of defensiveness was related to the reduction in total 
number of problems (see section 3.2.4). The group of process variables is completed 
with the most relevant interaction patterns which were detected by the foregoing analyses 
(see sections 3.2.5 and 3.3.2). In Table 25, the selected process variables are listed. For 
treatment Phase I, recoded client categories according Appendix В were used. Because 
the foregoing exploratory analyses pointed that in the third treatment phase somewhat 
different client categories might be important, recoded client categories according to 
Appendix С were used 
Table 24 Client characteristics in relation to total problem reduction 
variables 
cohesion 
adaptability 
family functioning 
sex of the child 
age of the child 
professional levela 
problem perception b 
(mother) 
presence of the father 
figure 
mean reduction in 
most successful group 
110 
120 
109 
7.1 
71 
73 
57 
791 
(midrangc, n=6) 
(midrangc, n=4) 
(balanced/unstable, 
(female, n=7) 
(9 up to and includ 
14 years, n=7) 
(low, n=6) 
(high, n=6) 
[present, n=8) 
problems 
n=7) 
ing 
U-value 
least successful group 
3 
2 2 
-13 
3 0 
3 0 
6 0 
3 2 
3 0 
(extreme, n=7) 
(extreme, n=9) 
(dysfunctional, n=6) 
(male, n=6) 
(IS up to and including 
17 years, n=6) 
(high, n=7) 
(low, n=6) 
(frequently or 
totally absent, n=5) 
4.5* 
4* 
2** 
13.5 
15 
20 
17.5 
16 
a
 Occupational level (sec Index of Professions, Wcsicrlaak, Kropman 
levels are represented by low scores 
b Low problem perception scores ranging from 18 to and including 
High problem perception scores ranging from 24 to and including 31 
*p< 05, one-tailed **p< 01, onc-uilcd 
& Collans, 1975), low occupational 
22 on the Problem Perception List; 
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Table 25 Process variables in relation to problem reduction 
variables relationship with problem reduction 
U-valuc r-value 
Ρ hose ¡* 
Init/Coop (mother) -> 
Encour/Support (Phase I) 4* (η ι =4, n2=9) 
hostility (mother) 42 
percentages therapist behaviour fn=13) 
Information gathering - 10 
Stimulating insight - 23 
Structuring therapy - 20 
Mediaung - 01 
Encouragement/Support 36 
Changing of experience .51* 
Presenting and carrying out resolution possibility 09 
Tension reducing remarks - 25 
percentages client behaviour (mother. n=l 3) 
Initiative/Cooperation (mother) 26 
Problem description - 20 
Short answers - 04 
Resistant behaviour - 23 
percentages client behaviour (father. π=8Ί 
Initiative/Cooperation -14 
Problem description 32 
Short answers 27 
Resistant behaviour -13 
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Table 25 (continued) 
Phase III Ъ 
Encour/Support -> 
Coop/Positive changes (mother) 4** (n]=6; П2=7) 
percentages therapist behaviour (n=13i 
Information gathering .03 
Stimulating insight -.03 
Structuring therapy .19 
Mediating .12 
Encouragement/Support .62** 
Changing of experience -. 17 
Presenting and carrying out resolution possibility -.12 
Tension reducing remarks -.39 
percentages client behaviour (mother. n=13'> 
Cooperation/Positive changes .64** 
Self-disclosure -.28 
Clarification .32 
Background information -.05 
Specific problem description -.10 
Short answers -.22 
Resistant behaviour -.35 
percentapes client behaviour f father. n=81 
Cooperation/Positive changes . 15 
Self-disclosure -.18 
Clarification -.63 
Background information .35 
Specific problem description - 05 
Short answers .46 
Resistant behaviour . 10 
Note. In case of ratio or interval variables, Pearson correlations were calculated. In case of nominal or 
ordinal variables, Mann-Whitncy-U-lcsls were performed 
aRecodcd categories (sec Appendices A and B) 
^Recodcd categories (sec Appendices A and C) 
*p<.05, one-tailed. **p< 01, one-tailed 
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Changing the experience of the client (for instance by pulling the parents to another track 
or by offering an opinion concerning a preceding statement from one of the parents) 
turned out to be the only therapist behaviour within the first treatment phase that 
significantly was related to treatment outcome. The rate of therapist's encouragements and 
supporting statements in the third phase appeared to be even stronger related to outcome. 
A similar strong correlation was found between therapy success and mother's use of 
cooperation, change reports and descriptions of positive child behaviours. Noticeably, no 
relation was found between father's behaviours and the reduction in problems. 
In Table 26, the families are arranged by the amount of problem reduction. This table 
contains variables which can be seen as predictors for treatment outcome, as demonstrated 
by the (nearly) significant relations (see Tables 24 and 25). These predictors were 
dichotomized, indicated by a plus sign, that is a high value of the variable, or a minus 
sign, that is a low value of the variable. With respect to the first predictor, that is initial 
family functioning perceived by the mother, a plus signs indicates a functional or 
unbalanced family, whereas a minus sign means family dysfunctioning. The occurrence 
of a particular interaction pattern (mother's initative/cooperation followed by 
encouragement and support from the therapist in Phase I; encouragement and support 
followed by cooperation/positive changes in Phase III) is indicated with a plus. High 
percentages (above the median) of therapist or client behaviour are represented with plus 
signs as well. Note that a plus sign for hostility means that the mother concerned 
belonged to the most defensive group. 
Inspection of Table 26 reveals a notable finding. The 7 most successful treatments 
were characterized by at least 3 favourable scores on the 7 predictors. Further, one can 
infer from Table 26 a tendency that more plus signs, that is more favourable scores on 
family functioning and process variables, leads to a greater reduction in problems. This 
suspected lineair relationship is confirmed by the strong Pearson correlation (r= .86). 
On the basis of these results, a tentative predictor-outcome model for prolonged FPA-
treatments can be formulated. This model implies that dysfunctional (that is with extreme 
levels of adaptability and cohesion) families enter therapy with a less favourable 
prognosis. There are 6 factors in therapy process that substantially raise the chance of 
success. Within the phase of putting the problems concrete (Phase I) three process factors 
contribute to a greater reduction in problems: a cooperative interaction pattern between 
therapist and mother, an initially somewhat defensive attitude on the part of the mother 
and a more than average therapist's use of statements that intend to change the way the 
parents experience problems. In the phase of the direct influence (Phase III), the 
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important process factors are: high rates of therapist's encouragements and supporting 
statements, high rates of mother's cooperation, change reports and statements referring to 
recent positive changes and a pattern in the interaction in which these behaviours from the 
mother are elicited by therapist's encouragement and support This tentative predictor-
outcome model will be discussed further in Chapter 4 
Table 26 Predictors of the reduction in number of problems 
high <- reduction in problems -> low 
Family number 1 6 5 8 3 13 12 10 9 Π 4 2 7 
funct/unbalanccd vs 
dysfunctional 
Phase! 
Inil/Coop (molhcr)-> 
Encour/Support + + 
Hostility (mother) + + 
high vs. low pere: 
Changing of experience + + 
Phase III 
Encour/Support -> 
Coop/Pos. changes (mother) + + + + + - + . . + . . 
high vs. low pere 
Encour/Support + + + - - + - . . . . + 
Coop/pos changes (mother) + + + - - + - + - . . + 
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3.3.4 Reduction in child-rearing and behavioural problems and post-measurement 
In the foregoing analyses, the reduction in child-rearing and behavioural problems was 
used as an indicator for treatment success at treatment termination. One month after 
treatment ended, additional measurements (see section 2.3) were gathered to detect 
possible changes in family functioning, the way parents perceive problems, and their 
judgement on how they benefitted from therapy. A clinical judgement was reflected by a 
global score for treatment success, and separate (Likert) scores voor the attainment of 
concrete and abstract goals (see section 2.2). 
On the basis of the GDS-scores, no changes in overall family functioning could be 
observed for most families. In most cases, the levels of adaptability and cohesion were 
the same as the initial levels (see Table 1). One family (nr. 6) appeared to be less cohesive 
at post-treatment. The mother of this family was still perceiving family life as structured, 
so that overall family functioning changed from functional to mid-range. The opposite 
change was observed with family nr. 10. The initially extreme level of adaptability (rigid) 
turned into a more functional level of adaptability (viz. structured). According to the 
mother, overall family functioning changed from mid-runge into a functional level. 
According to the therapists, most treatments were successful (see Table 27). Their 
overall clinical judgement seems to correspond best with the attainment of concrete goals. 
Plus signs indicate that treatment was largely successful. Plus signs for goals mean that 
the concrete or abstract goals were attained largely. 
Only some parents perceived the family problems less severe than at treatment 
onset. A plus sign on this variable means that the raw score on the Problem Perception 
List decreased minimally 4 points. 
Three questions from the Client Satisfaction List (see note at Table 27) seem to 
reflect best the extent in which the family has profitted from treatment (see Hendrikx & 
Karsters, 1993; De Kemp, 1994). A plus sign reflects positive answers on each of the 
three questions. The plusses in Table 27 indicate that in four families, both parents 
reported marked gains from therapy. The fifth successful treated family was a single-
parent family. 
The clinical judgements appear inconsistent with parental perceptions concerning 
positive changes in the family. It is likely that this inconsistency is due to the different 
kind of judgements that the therapists and parents are requested to make. While the 
therapists' evalutions emphasize the attainment of goals during treatment, the parents' 
judgement will be primarily influenced by recent experiences at home. It is probably the 
combination of different perspectives (from therapist and parent) and the use of different 
checklists that produces the marked low correspondence. Furthermore, the attainment of 
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therapeutic goals may not be always sufficient to give the parents a less severe perception 
of the existing problems and a feeling that the family has gained by the treatment. 
Table 27 shows a trend that a greater reduction in problems is related to positive 
parental judgments. In Table 28, Pearson correlations between problem reduction and 
sumscores on three CSL-items are shown. Noticeably is the strong correlation (r=.72) 
between the reduction in child-rearing problems and mother's treatment evaluation. 
Further, parental evaluation does not seem to be related to the reduction in behavioural 
problems. This may suggest that improvement of the child-rearing relationship is more 
effective in the long run than an increase in positive child behaviours. This presumption is 
consistent with Tavantzis et al.'s (1985) conclusion that changes in the family interaction 
may be more relevant to avoiding placement than observed changes in the behaviour of 
the at-risk youth. 
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Table 27 Reduction in problems and post-measurement 
high < reduction in problems -> low 
Family number 1 6 5 8 3 13 12 10 9 11 4 2 7 
Observed changes 
at post measurement 
-CSL (mother) a + + + . + . . . + . . . 
-CSL (father) a + + + + . 
-Probi perception 
(mother) b + + . . + . . + . 
-Probi perception 
(father) b + . + . . . . . 
-Therapists Evaluation 
ovcrallc + + + - + - - + - + + + + 
concrete goals0" + - + - + - - + - + + + + 
abstract goals'! - + + - - - - + + + + + -
Note A indicates a missing value 
a A + indicates positive answers to the following CSL questions 
1 Has treatment produced any results, according to you ' 
2 Arc you and your daughter/son gelling on well al the moment' 
3 Do you feci you can hold your own again ' 
b A + indicates a decrease in total PPQ score with at least 4 points 
с A + indicates that treatment totally or greatly succeeded 
d A + indicates that goals were totally ar greatly achieved 
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Table 28 Reduction in the number of problems and parent's evaluation 
at post-measurement 
Parent's evaluation 
mother (n= 12) father (n=9) 
reduction in: 
child-rearing problems .72** .77* 
behavioural problems .11 .37 
child-rearing and behavioural problems .47 .69* 
Note Parent's evaluation was calculated by summing raw scores on the loi lowing CSL-qucslions: 
1. Has treatment produced any results, according to you? 
2. Are you and your daughter/son getting on well at the moment? 
3. Do you feel you can hold your own again? 
*p<05. **p<.005 (one-tailed). 
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4 DISCUSSION 
After summarizing the main results of this study, some methodological caveats will be 
discussed. In section 4.3, the findings are interpreted. The relevant therapist-client 
interactions should be placed within the larger context of the therapeutic process of 
change. It is the combination of process variables (including he cooperative interaction 
patterns between therapist and mother) that reflects similar collaborative processes as 
described in Webster-Stratton and Herbert's (1993) process model. This collaborative 
model may be applicated to successful FPA treatments. Some suggestions for clinical 
practice can be given (section 4.4). The chapter concludes with suggestions for future 
family therapy process research. 
4.1 Summary of the results 
The main purpose of the present study was to detect relevant therapist-parent interactions 
by linking interaction patterns to outcome of prolonged FPA treatments. For a proper 
evaluation of the relevancy of these interaction patterns, various other factors (i.e., client 
characteristics and process variables) were related to outcome, being the reduction in 
child-rearing and behavioural problems. 
The point of departure in the present analyses was formed by the 5 hypotheses 
which were formulated on the basis of the (family) therapy process literature. 
Testing the first hypothesis revealed a trend that the mothers who experienced more 
somatic complaints resulting from family problems showed more resistant behaviour 
(e.g., refusion to comply with therapeutic assignments and expressions of resignation). 
Mother's resistant behaviour was not related to the level of adaptability or socio-economic 
status. 
The second hypothesis concerned links between therapist or client behaviours and 
aspects of the therapeutic alliance (viz., patient involvement and positive therapist 
attitude). Within FPA-treatments, concretizing, problem exploration, problem elucidation 
and problem inventory might be considered as the most important therapist behaviours in 
the phase of Putting the Problems Concrete. No significant relationship was found 
between these therapist behaviours and parental involvement. The statistical test did not 
confirm the supposed relation between mother's or father's rate of constructive 
behaviours and their involvement during the first treatment phase. There appeared to be a 
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marked trend that the most involved fathers used more change-relevant behaviours (e.g., 
change reports, cooperation and clarifications). 
The third hypothesis concerned possible links between the therapeutic alliance 
measured in the first treatment phase and particular therapist client interactions during the 
third treatment phase. Mother's reactions on therapist's suggestions and advice given in 
the third treatment phase appeared to be unpredictable from the levels of her involvement 
measured in the third session of the first phase. The fathers who participated most actively 
and were less hostile during the third session were likely to respond to therapist's 
suggestions and advice with change-relevant statements during the phase of the Direct 
Influence. There appeared to be a trend that only mother's involvement (measured during 
the first phase) was related to a positive attitude on the part of the therapist. 
The fourth hypothesis assumed links between the more positive aspects of the 
therapeutic relationship (in particular client participation and therapist warmth) and therapy 
outcome. Contrary to expectations, the most hostile mothers tended to be most 
successful. Within their families, a greater decrease of child-rearing and behavioural 
problems was reported. 
The fifth hypothesis assumed direct links between sequences of cooperation and the 
reduction in child-rearing and behavioural problems. Based on preliminary analyses (De 
Kemp, 1992, 1994), it was expeced that sequences of cooperation in the beginning of the 
third treatment phase should predict the reduction in complaints. Surprisingly, only 
therapist-mother sequences in the first three sessions could significantly be related to 
therapy outcome. The greatest reduction in the child behavioural problems was reported in 
the cases that the mother contingently reacted to the therapist's encouraging and 
supporting statements with initiative, change reports, clarifications or self-disclosure. 
Furthermore, when the therapist contingently responded with encouragement and support 
to these change-relevant statements from mother, the final reduction in the total number of 
complaints appeared to be significantly greater. 
The last two hypotheses revealed direct process-outcome links. More direct links 
between process and outcome were detected by the exploratory analyses (sections 3.3.1 
to 3.3.3). Besides the six process variables, initial family functioning seemed to partly 
determine therapy outcome. These analyses yielded a predictor-outcome model. This 
model implies that the more favourable scores on seven variables are obtained, the greater 
the number of parenting and behavioural problems will decrease. Table 26 represents the 
seven predictors, being family functioning, mother's hostility, the percentages of 
statements aimed at changing parents' experience, the occurrence of two different 
cooperative patterns between therapist and mother (dependent on treatment phase), the 
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therapist's use of encouragements and support and mother's cooperative behaviour in the 
third phase. These variables will be discussed here. 
From the client variables tested, initial family functioning appeared to be a strong 
predictor of therapy success. The families which achieved marked improvements with 
regard to parenting and behavioural difficulties could be positioned on the midrange level 
of either the adaptability or cohesion dimension. The least successful families turned out 
to be extreme on both dimensions (e.g., chaotic disengaged). Besides initial family 
functioning, several aspects of the therapeutic process were shown to enhance a decrease 
in the number of family problems (see Table 26). 
The finding that a more hostile attitude on the part of the mother contributed to a 
better treatment outcome was rather surprising. A possible explanation for this 
relationship is that the mothers who tend to defend their parenting behaviour are more 
conscious of their part in the family problems. Patterson and Chamberlain (1988) found a 
similar relationship (see section 1.2.2). 
Table 26 shows a clear tendency that the most successful therapists used more (e.i., 
3 to 5% of their verbal repertoire) statements aimed at changing the parent's experience, 
for instance by positively reformulating or giving his or her opinion after the parent's 
opinion. A modest use of these statements by the therapist, combined with a somewhat 
defensive attitude on the part of the mother may reflect a creative tension between 
therapist's and client's views, which seems optimal for the change process (Dormaar, 
1989, pp. 102-103). 
Testing the fifth hypothesis and exploratory analyses yielded two interaction 
patterns between therapist and mother that were significantly related to the reduction in 
child-rearing and behavioural problems. In the first treatment phase of the Family Project 
Approach (FPA), the therapist's reaction to mother's change-relevant statements (e.i., 
Change reports, Cooperation, Clarification and Self-disclosure) seemed important. In the 
most successful cases, the therapist reacted contingently with encouragement and support. 
A somewhat stronger relationship was found between the occurrence of an interaction 
pattern in the beginning of the third treatment phase and therapy success. This pattern 
differed in two aspects from the pattern found in the first treatment phase. Sequential 
analyses revieled that in the third phase, mother's reaction to the therapist is more 
important than the reverse. Further, her reactions should contain Change reports, 
Cooperation and statements which refer to positive child behaviour. No significant 
relationships were found between various other interaction patterns, including therapist-
father interactions, and reduction in problems. This underscores the importance of the 
cooperative patterns between therapist and mother within FPA treatments. 
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Besides the cooperative therapist-mother interactions, a favourable start of the third 
treatment phase can be characterized by high rates of encouragements and supporting 
statements on the part of the therapist as well as high rates of cooperation and references 
to positive changes on the part of the mother. 
4.2 Methodological comments 
In the first section, it was suggested that treatment outcome could be attributed to the 
combination of favourable scores on various process variables. Various other factors may 
have influenced the process-outcome findings. These factors are known as threats to the 
internal validity (Kazdin, 1992; see also Campbell & Stanley, 1976). Instead of 
contributing the rate of success to the seven predictors, several alternative explanations for 
the differences in treatment outcome should be proposed. 
Selection of families may have biased the process-outcome findings. It was found 
that from the family characteristics tested, initial family functioning (i.e., extreme levels of 
adaptability and cohesion vs. moderate levels) was strongly related to treatment outcome. 
Instead of considering this family characteristic as bias, it was integrated in the predictor-
outcome model (see Table 26). Besides the family characteristics tested, other client 
variables may have influenced the present findings. Vogel vang (1993, pp. 459-460) 
suggests that the parents of the least successful families in home-based treatments accept 
less parenting responsibility. Based on therapist evaluations, there were no 
unsurmountable problems regarding to parenting responsibility in the present sample. The 
therapists reported that in six cases parent's individual or relational problems negatively 
influenced treatment outcome. Half of these cases turned out to be successful, however. 
It is conceivable that positive treatment outcome should be ascribed to personal 
qualities or characteristics of the therapist involved. From the 13 cases analysed, 10 
families have been treated by a male therapist. Each of these two male therapists, varying 
in age and experience conducted successful as well as less successful treatments. Hence, 
it seems unlikely that therapist characteristics such as age or experience played a decisive 
part in therapy outcome. 
Differences in maturation may have yielded different treatment outcomes. It seems 
unlikely however that the marked changes in child behaviour and improvements in 
parenting attitude, achieved within a relatively short period, were produced by 
spontaneous remission of the enduring behavioural problems. 
Life events may have prevented strong improvements in parenting and child 
behaviour. Veerman (1990) suggests to distinguish positively experienced life events 
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from the negatively experienced events. In his study on the development of children, 
treated in a residential setting, he found a significant correlation between the negatively 
experienced life events and behavioural problems of children at follow-up. In the present 
study, no distinction was made between positive or negative life events. Some life events, 
for instance the birth of a child may have positive and negative effects as well. Three 
families, from which one successfully treated, reported events which evidently can be 
read as negative. The mother of one of the less successfully treated families has been 
seriously ill, a second mother separated, and the successfully treated family lost a 
significant person. Other events varying from the birth of a child and finding a new job to 
going to live together, were mainly reported by the less successfully treated families. 
Within the present study, no indications were found that variation in treatment success 
could be explained by the various life events. 
A fourth threat to the internal validity may be changes in instrumentation (that is 
changes in scoring procedures or changes in the observers or scorers). For the present 
analyses, three instruments (the CSTB, the CIP and the VPPS) were used to assess 
therapeutic processes. Further, a coding system (for child-rearing and behavioural 
problems) was applicated to determine changes in the number of complaints. Possible 
changes in coding procedures were checked by calculating intrarater reliability a few 
months after the coders started. For all instruments used, high levels of intrarater 
reliability indicated minimal coder drift (see section 2.3). Thus, it seems unlikely that 
differences in problem reduction and relationships with various process variables are due 
to variations in scoring procedures. 
In the present study, the search for process-outcome links was guided partially by 
demonstrating significant product-moment correlations (e.g., for percentages therapist 
behaviour and outcome). Stiles (1988) concludes that the use of correlation coefficients as 
statistical criterion to assess process-outcome links has its pitfalls. The problems with 
interpreting significant correlations are widely recognized. The correlation is not 
necessarily reflecting an underlying causal relationship, that is the correlation might be the 
result of additional, unmeasured factors. Further, the causation might run in the opposite 
direction. A more frequently overlooked problem is the interpretation of near zero 
correlations. Stiles (1988) argues that in attributing ineffectiveness to a process 
component, say therapist's information gathering, one undeservedly assumes a random 
use of the component. The assumption of a purely random delivery of information 
gathering would be absurd. It is much more plausible to assume that the therapist adapts 
his interventions to the client's requirements. With these caveats in mind, the correlations 
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between percentages therapist or client behaviour and therapy outcome have to be 
interpreted carefully. 
The interpretation of (Spearman or Pearson) correlations between z-values of 
sequences and therapy outcome appears to be more difficult. A significant correlation may 
have been produced by only high (i.e., ζ greater than 1.65) or only low z-values. While 
the differences between z-values of, for example, 0 and 1 or 2 and 3 are very subtle, the 
difference between z-values of 1 and 2 is of more consequence for clinical practice. The 
last difference may reflect the discrepancy between a therapist who distributes his 
encouragements along various client behaviours and a therapist who uses his 
encouragements preferably immediately after client's cooperative statements. Therefore, 
dichotimizing z-values and the application of the Mann-Whitney-U-test appeared to be 
obvious in the present analyses. 
4.3 Interpretation of the process-outcome findings 
In the present study, a link between treatment outcome and a combination of process 
variables was found. This combination may seem fortuitous at first sight, but it becomes 
understandable after reading Webster-Stratton and Herbert's (1993) description of 
therapeutic processes involved in a parent-training program for families with conduct-
disordered children. They state that therapist-client interactions on a micro level should be 
placed within the larger context of the ongoing therapeutic process of change and offer a 
model of this therapeutic process of working with the parents of conduct-disordered 
children. This collaborative model, implying a non-blaming, supportive, reciprocal 
relationship based on using equally the therapists' knowledge and the parents' unique 
stengths and perspectives (see also Spitzer, Webster-Stratton & Hollinsworth, 1991) 
emphasizes 6 therapists' roles: 
1. Building a supporting relationship 
2. empowering parents 
3. teaching 
4. interpreting 
5. leading and challenging 
6. prophesizing. 
This collaborative model (see Webster-Stiatlon and Herbert, 1993) fits in well with the 
combination of process variables, found in the present study. Various important elements 
of five from the six therapist roles can be identified in the most successful FPA 
treatments. 
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Webster-Strattori and Herben conclude that optimism is essential in building a 
supportive relationship. Parents are often skeptical about their ability to change. They 
need to be reinforced through positive feedback for each small success or for having made 
the first steps. An important strategy for empowering parents is reinforcing and validating 
parents' insights. Encouraging to solve problems, drawing on their ideas and prior 
experiences, helps the parents to have confidence in their own insights, in their ability to 
sort out problems and to leam from their mistakes. Within FPA treatments these two roles 
(viz., building a supportive relationship and empowering parents) are reflected by the 
aforementioned cooperative interaction patterns between therapist and mother. 
Webster-Stratton and Herbert argue that the therapist's role as a teacher is 
compatible within a collaborative model, provided that the therapist's suggestions and 
advice are based on parent's experiences and provided that these suggestions stimulate the 
generation of their own solutions as much as possible. The therapist's categories used 
here do not capture variations in the way suggestions and advice are offered by the 
therapist. Hence, no indications for this aspect of the collaborative model could be found. 
The therapist role of interpretor entails the use of analogies, metaphors and 
reframing. Reframing is a powerfool interpretive tool for helping parents understand their 
experiences, and involves altering their emotional or conceptual viewpoint. The 
importance of reframing within FPA is indicated by the higher rates of changing of 
experience in the most successful cases. 
One of the most important aspects of the leading and challenging role is dealing with 
resistance. Webster-Stratton and Herbert (1993) argue that the parent's resistance should 
not be noted as a sign of failure on the part of the therapist or a sign that the parent is 
noncompliant or unmotivated. Instead, resistance should be seen as an important marker 
in the therapy process, a developmental step for the parent (see also Patterson & 
Chamberlain, 1988). When resistance is approached by the therapist in a nondefensive 
and nonconfrontive manner, the parents will collaborate in understanding their resistance. 
In a recent study, Stoolmiller, Duncan, Bank and Patterson (1993) demonstrated that the 
families who are most likely to succeed are those families who show increasing resistance 
over the course of the therapy and who are then able to resolve or work through their 
resistance with ample time to put what they have learned into effect with the continuing 
support of their therapist. The results of the present study suggest that during Phase I, 
three process variables play a crucial role. It is the combination of a somewhat defensive 
attitude on the part of the mother, a modest use of statements aimed at changing parent's 
experience (both reflecting a creative tension between therapist's and parent's views) and 
a supportive interaction pattern between mother and therapist, that finally leads to the 
greatest decrease in parental and behavioural difficulties. 
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Prophesizing is the last therapist role in Webster and Herbert's model. The authors 
argue that positive treatment outcome will depend on the ability to strengthen the parent's 
expectations of personal efficacy. They refer to Bandura's (1977) self-efficacy theory (see 
also Maddux, Stanley & Manning, 1987), which implies that all psychological and 
behavioural changes are mediated through outcome expectations and efficacy 
expectations. The last are thought to be the most important component (Schaap, Bennun, 
Schindler & Hoogduin, 1993, p. 35; Webster-Stratton & Herbert, 1993). Within FPA 
treatments, high rates of cooperation and references to positive changes expressed by 
mother reflect such positive expectations. Further, a pilot qualitative analysis (see 
Appendix F) suggests that stimulating high expectations is a powerful motivating strategy 
in the third phase of FPA treatment. Basic tactics to enhance the parents expectations for 
positive change seem to be positively reformulating, explicitly aiming at attainable goals, 
and consistently stressing that taking her or his advice will lead to the desired goals. 
Seen in the light of a general process model (hère, the collaborative model), the process 
variables relevant for FPA treatments acquire additional significance. Instead of regarding 
the process variables only as a collection of predictors of treatment outcome, they can be 
viewed as indicating the importance of the collaborative process in FPA treatments. 
Webster-Stratton and Herbert assume that whether therapists are working with 
groups (as they do) or with individual families (e.g., FPA) they may be using similar 
collaborative processes. Indeed, important ingredients of the collaborative model are 
reflected by the combination of process variables in the present study. This suggests that 
the collaborative model, perhaps with some minor adaptations, is applicable for 
successful FPA treatments. Furthermore the collaborative model is attractive for the 
Family Project Approach for the basic characteristics of this model are consistent with 
FPA principles: corresponding to positive resources within the family, emphasizing the 
responsibility of the family members and adopting a considerate and respecting attitude 
(see Van Acker, 1992a). 
4.4 Implications for practice 
The predictor-outcome model suggests that especially in case of dysfunctional (e.g., 
chaotic disengaged) families, the FPA therapist should be attentive to mother's change-
relevant statements already in the first three sessions. Whenever the mother expresses her 
feelings, reports own attempts to improve the situation, formulates goals or requests for 
information, the therapist should empathize with her and encourage her by emphasizing or 
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asking for positive aspects, by offering her perspectives or by giving explanations 
concerning homework assignments or advice. This interaction pattern, which is important 
in Phase I (Putting the problems concrete), implies at the same time that the therapist uses 
less encouragements and supporting statements in case of other (i.e., no change-relevant 
statements of mother) parent's statements. Besides this pattern, the therapist should 
positively reformulate parent's views or add his comment to these views to change the 
way the parents experience problems. A somewhat defensive attitude on the part of the 
mother may indicate that she is sufficiently challenged to consider her parenting role. 
In the beginning of treatment Phase III, the therapist must use a high rate of 
encouraging and supporting statements in sessions with parents. When these 
encouragements and support elicite mother's cooperation and references to positive 
changes, this may be seen as a signal of therapeutic progress. 
These suggestions for therapeutic interactions on the micro-level should be placed 
within the frame of a collaborative model, in which building a supporting relationship, 
empowering the parents, reframing their experiences and prophesizing seem to form basic 
elements in successful FPA treatments. 
4.5 Suggestions for future research 
The present study has offered some suggestions, mainly dealing with the therapist-parent 
interactions on the micro level. Several questions arised as well. In the present study, 
therapist-father interactions seemed irrelevant with regard to treatment outcome. The 
mothers in the sample analyzed appeared to play a central role in child-rearing as well as 
in therapy. Further research, in which single fathers and single mothers are compared 
with two-parent families, is needed to clarify therapist-father interactions. 
The predictor-outcome model assumes that specific therapist-mother interactions 
raise the chances on positive outcome with dysfunctional families. This must be 
confirmed by a study on a sample of families which are positioned on the extreme ends of 
cohesion and adaptability. 
Generalization to other home-based treatments or methods in the field of family 
therapy is not allowed until replication studies have been conducted on one of these 
methods. Obviously, the more a specific approach and client population resembles the 
FPA approach, the greater the likelihood of finding similar results. 
For a deeper understanding of change processes within family therapy, two related issues 
deserve particular attention: 
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1. Factors concerning the therapeutic interaction which (already in the first sessions) 
change parental cognitions, perceptions, attitudes and parenting behaviour. These 
changes, which can be observed or measured during the course of the therapy, should be 
seen as 'small-outcomes'. The goal of this kind of research is to comprehend how the 
therapist can achieve clinically relevant changes. 
2. These small-outcomes should be linked to standardized measurements at different 
points of follow-up. Note that the small-outcomes are treated here as independent 
variables. The main goal of the second kind of research is to understand which changes 
achieved during treatment contribute to the achievement of ultimate treatment goals, for 
instance prevention of placement in institutional care, lasting positive changes in child 
behaviour and improvement of family functioning. With the second line of research, the 
importance of the clinically (consistent with the particular theoretical approach) relevant 
changes (e.g., improvements in affective climate and parental authority) are empirically 
validated. Measurements on one or a combination of these levels should be linked to 
immediate or final outcome. Standardized measures (e.g., the CBCL) will enable 
comparison with other process-outcome studies. A special issue will be research on long-
term effects (see Dodge, 1993). At the current stage, many questions concern the 
(un)predictability of follow-up results. 
The present study can be seen as an example of the first kind of research. This study 
presented indications that the reduction in child-rearing and behavioural problems (small-
outcome) can be explained partly on the basis of therapist -mother interactions in the first 
sessions. Further research is needed however to comprehend the change mechanism. 
Therefore changes in maternal attitudes or perceptions as a result of these initial therapist-
mother interactions need to be analyzed. These changes in maternal perceptions may be 
observed during various phases in therapy (see Spitzeret al, 1991). 
A few authors argue that particular conversation techniques during the first sessions 
are crucial in catalysing a cooperative relationship and positive expectations. Weakland 
and Jordan (1992) report that change in multi-problem families can be begun in only a 
few sessions, even with difficult clients. They believe that the parents, even in families 
where there is serious abuse, always mention some behaviour or attitude which can be 
praised or complimented. This is essential to build the cooperation with these clients. 
Weiner-Davis (1993) is convinced that the type of questions the therapist uses in the first 
session has a great impact on further therapeutic progress. Weiner-Davis (1993) and 
Weiner-Davis, De Shazer and Gingerich (1987) advocate the encouragement of'change 
talk' (i.e., positive changes in the problematic situation, exceptions to the problem and 
changes in how the problem is perceived). Stimulating change talk, especially in the first 
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session, has several advantages. Problem-solving strengths are already within the client's 
repertoire of behaviours, and therefore, more easy repeatable. Further, when the therapist 
views pretreatment change as worthwile, the clients get the credit for initiating their own 
change. These parents' self-confidence to resolve future difficulties will grow as a result. 
Change talk in the first session can be elicited by suggestive questions such as "Many 
times people notice in between the time they make the appointment for therapy and the 
first session things already seem different. What have you noticed about your situation?" 
(Weiner-Davis, 1993, p. 152). 
Family therapy process research will add to the development of (micro-)theories of 
change processes in family therapy. Second, this research will contribute to the 
improvement of promising new treatment approaches. Finally it is clinically relevant for it 
gives the clinician concrete suggestions for the practice of intensive family-based 
treatments. A small contribution may have been offered with the present study. 
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SUMMARY 
Within the field of family therapy process research, there is a growing tendency to study 
therapy processes in relation to immediate or final outcome. The goal of this young field 
is to detect how changes in the family (e.g., reducing the antisocial behaviour of a child) 
are related to therapist-client interactions. Only some temporary conclusions are known 
yet. Main causes for the slow rate of empirical results are the complexity of the subject 
and the lack of adequate micro-theories. 
A particular group of family therapies are home-based treatments. These approaches 
are especially intended for multiproblem families, and have a common goal of 
preservation of the family and prevention of placement in care. The Family Project 
Approach (FPA) was especially developed as an alternative way of treating families with 
adolescents at risk of placement. The present study should be characterized as an 
exploratory study on the influence of particular therapist-parent interactions on treatment 
outcome. 
Chapter 1 presents a general model of therapy variables. This model distinguishes 
three levels of therapy processes. Speech acts represent the smallest and most concrete 
unit of analysis. Besides observations on this molecular level, therapy processes can be 
analyzed on the level of episodes, including techniques and strategies or on the level of 
the therapeutic alliance. A short review of relevant input and process variables in family 
therapy is given. Because the present study concentrates on patterns in the therapist-client 
interaction, the literature review is completed with empirical findings concerning 
therapeutic interactions that appear to have predictive value for psychotherapy outcome. 
The basic principles and steps according to the Family Project Approach are discussed 
briefly. The first chapter ends with the formulation of five hypotheses. 
In Chapter 2, the particular characteristics of a sample of 13 families are presented. 
These families applied to the Family Project Nijmegen because of escalated problems in 
family life. The child-rearing and behavioural problems were complicated in most cases 
by stressors such as marital conflict and personal parental problems. Only prolonged 
treatment (three to nine months) could produce marked positive changes in the affective 
and power relationship. The instruments for observing therapist's and client's verbal 
behaviour were presented. The main dependent variable, being the reduction in problems, 
is measured by a category system for child-rearing and behavioural problems. 
Instruments to measure client satisfaction, problem perception, family functioning and 
therapist's judgement were added. The application of sequential analysis was briefly 
explained. Time and Event Sequential Analysis (TESA) was used to calculate the z-values 
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for particular therapist-parent sequences. In this study, interaction patterns were detected 
by event sequential analysis. Strategies used for testing hypotheses and exploratory 
analyes were added. 
In Chapter 3, the results from hypotheses-testing and exploratory analysis are 
presented. A surprising finding is that when during the first sessions a cooperative 
interaction pattern between therapist and mother occurs, the chance on a positive therapy 
outcome is enhanced. This pattern implies that the therapists contingently reacts to 
mother's change-relevant statements with encouraging and supporting remarks. During 
the third treatment phase a different interaction patterns appears to be relevant. Important 
client behaviours in this phase are cooperation, change reports and remarks referring to 
recent positive changes of child behaviour. When these utterances from the mother are 
elicited by encouragement and supporting statements on the part of the therapist, a greater 
decrease in child-rearing and behavioural complaints can be expected. Besides the 
occurrence of these two interaction patterns between therapist and mother, five other 
variables (being family functioning, mother's hostility, the percentages of statements 
aimed at changing parent's experience, the therapist's use of encouragement and support 
and mother's cooperative behaviour in the third phase) contribute to a positive outcome of 
prolonged FPA treatments. The combination of seven variables yield a predictor-outcome 
model. This model implies that the amount of problem reduction is related to the number 
of favourable scores on the seven predictors. 
In Chapter 4, the most important results are summarized. Families with the best 
prognosis are not extreme on both dimensions for family functioning. Favourable in the 
first treatment phase are: the therapist's use of encouragement and support especially after 
mother's cooperation, change reports, self-disclosures and clarifications, a relatively high 
rate of changing the experience of the parents and a defensive attitude on the part of the 
mother in the third session. Favourable in the third phase are: high rates of therapist's use 
of encouragement and support as well as high rates of mother's use of cooperation/ 
positive changes. The occurrence of an interaction pattern in which encouragement and 
support elicites mother's cooperation/positive changes can be seen as a sign of therapeutic 
progress. 
Several factors may have influenced the process-outcome findings. These factors 
are known as threats to the internal validity. Selection, maturation, life events and 
instrumentation are seen as the most important threats in this study. In this study it seems 
implausible however that the variation in therapy outcome is caused by these factors. 
The combination of process-variables which can predict the decrease in child-
rearing and behavioural problems is interpreted as indicating the importance of a 
collaborative process model. The basic characteristics of this model are consistent with 
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FPA principles: corresponding to positive resources within the family, emphasizing the 
responsibility of the family members and adopting a considerate and respecting attitude. 
Implications for practice can be given on two levels. On a molecular level, 
cooperative therapist-mother interaction patterns as well as the use of particular therapist 
behaviours (e.g. reframing) play an important role. During the first treatment phase, the 
timing of the therapist's use of encouragements and supporting statements is of special 
interest. During the third phase, on the other hand high rates of encouragement and 
support seems to be more effective. On a general level, basic elements in successful FPA 
treatments seem to be building a supportive relationship, empowering parents, reframing 
their experiences and prophesizing positive outcomes. 
In future research, the predictor-outcome model should be confirmed with other 
samples of intensive family based treatments Within the field of family therapy process 
research, two issues deserve further attention In the first place, factors concerning the 
therapeutic interaction which already in the first sessions catalyse positive changes such as 
improvement in parental behaviour In the second place, positive changes observed 
during treatment should be linked to the attainment of ultimate treatment goals, for 
instance preservation of placement in care 
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SAMENVATTING 
Op het gebied van gezinstherapie-procesonderzoek worden hulpverleningsprocessen 
steeds meer in relatie tot tussentijdse of uiteindelijke resultaten bestudeerd. Het doel van 
dit jonge onderzoeksgebied is te ontdekken hoe veranderingen in het gezin (bijvoorbeeld, 
het verminderen van antisociaal gedrag van een kind) verband houden met hulpverlener-
cliënt interacties. Op dit moment zijn slechts enkele voorlopige conclusies bekend. De 
belangrijkste oorzaken voor de trage voortgang van empirische resultaten zijn de 
complexiteit van het onderwerp en het gebrek aan adequate micro-theorieën. 
Thuisbehandelingen zijn een bijzondere vorm van gezinstherapie. Ze zijn vooral 
bedoeld voor multi-problem gezinnen; het gemeenschappelijk doel is het bieden van hulp 
aan deze gezinnen en het voorkomen van uithuisplaatsing van het kind. Het 
Gezinsproject was vooral ontwikkeld als een alternatieve methode om gezinnen met 
adolescenten die uithuisgeplaatst dreigden te worden te behandelen. Het onderhavig 
onderzoek moet worden gezien als een exploratieve studie naar de invloed van bepaalde 
hulpverlener-ouder interacties op het behandelingsresultaat. 
Hoofdstuk 1 presenteert een algemeen model van therapievariabelen. Dit model 
onderscheidt drie niveau's van therapieprocessen. Spraakhandelingen vertegenwoordigen 
de kleinste en meest concrete eenheid van analyse. Behalve waarnemingen op dit 
moleculair niveau kunnen therapieprocessen worden geanalyseerd op het niveau van 
episoden, bestaande uit technieken en strategieën, of op het niveau van de therapeutische 
alliantie. Een kort overzicht wordt gegeven van belangrijke input en procesvariabelen op 
het gebied van gezinstherapie. Aangezien dit onderzoek zicht richt op patronen in de 
hulpverlener-cliënt interactie, wordt het literatuuroverzicht aangevuld met empirische 
gegevens over therapeutische interacties waarmee het resultaat van psychotherapie blijkt te 
kunnen worden voorspeld. In het kort worden de basisprincipes en stappen volgens de 
methodiek van het Gezinsproject besproken. Het eerste hoofdstuk besluit met het 
formuleren van vijf hypothesen. 
In Hoofdstuk 2 worden bepaalde kenmerken van een onderzoeksgroep van 13 
gezinnen weergegeven. Deze gezinnen meldden zich aan bij het Gezinsproject Nijmegen 
na escalatie van problemen in de gezinssituatie. De opvoedings- en gedragsproblemen 
werden in de meeste gevallen nog gecompliceerd door stressoren zoals 
huwelijksconflicten en persoonlijke problemen van de ouders. Slechts met langdurige 
behandeling (drie tot negen maanden) was het mogelijk duidelijke positieve veranderingen 
in de affectieve- en gezagsrelatie te bereiken. De instrumenten voor de observatie van 
verbaal gedrag van hulpverlener en cliënt werden gepresenteerd. De belangrijkste 
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afhankelijke variable, de vermindering van klachten, werd vastgesteld met behulp van een 
categorieënsysteem voor opvoedings- en gedragproblemen. Deze instrumenten werden 
aangevuld met vragenlijsten om de tevredenheid van de cliënt, de probleembeleving, het 
gezinsfunctioneren en het oordeel van de hulpverlener te meten. De toepassing van 
sequentiële analyse werd in het kort toegelicht. Time and Event Sequential Analysis 
(TESA) werd gebruikt om de z-waarden voor bepaalde hulpverlener-ouder sequenties te 
berekenen. In dit onderzoek werden patronen in de interactie ontdekt met behulp van 
'event' sequentiële analyse. Ten slotte werden strategieën voor het testen van de 
hypothesen en exploratieve analysen beschreven. 
In Hoofdstuk 3 worden de resultaten van het testen van de hypothesen en de 
exploratieve analysen gepresenteerd. Een verrassende bevinding is dat een coöperatief 
interactiepatroon tussen hulpverlener en moeder tijdens de eerste gesprekken de kans op 
een positief behandelingsresultaat vergroot. Dit patroon houdt in dat de hulpverlener bij 
voorkeur op veranderingsgerichte uitspraken van moeder reageert met aanmoedigende en 
ondersteunende uitspraken. Tijdens de derde behandelingsfase blijkt een ander 
interactiepatroon van belang. Belangrijke cliëntgedragingen in deze fase zijn coöperatie, 
veranderingsberichten en opmerkingen waarmee verwezen wordt naar recent positief 
kindgedrag. Indien deze uitspraken van moeder worden uitgelokt door aanmoediging en 
ondersteuning, kan een sterkere afname van opvoedings- en gedragsproblemen worden 
verwacht. Behalve het vóórkomen van deze twee interactiepatronen tussen hulpverlener 
en moeder, dragen vijf andere variabelen (namelijk gezinsfunctioneren, 'hostility' van 
moeder, het percentage uitspraken gericht op de verandering van de beleving van de 
ouders, de mate van aanmoediging en ondersteuning door de hulpverlener en moeders 
coöperatief gedrag in de derde fase) bij tot een positief resultaat van langdurige 
behandelingen bij het Gezinsproject. De combinatie van zeven variabelen leidt tot een 
predictor-resultaat model. Dit model houdt in dat de mate van probleemreductie is 
gerelateerd aan het aantal gunstige scores op de zeven predictoren. 
In Hoofdstuk 4 worden de meest relevante resultaten samengevat. Gezinnen die niet 
extreem zijn op beide dimensies van gezinsfunctioneren hebben de beste prognose. 
Gunstig in de eerste behandelingsfase zijn: aanmoeding en ondersteuning van de 
hulpverlener vooral na moeder's coöperatie, veranderingsberichten, uitingen van 
gevoelens en verhelderingen, een relatief hoog gebruik van hulpverlenersuitspraken die 
zijn bedoeld om de ervaring van de ouders te veranderen, en een defensieve houding van 
de moeder in het derde gesprek. Gunstig in de derde behandelingsfase zijn: hoge 
percentages van aanmoedigende en ondersteunende hulpverlenersuitspraken en hoge 
percentages coöperatie/positieve veranderingen van moeder. Het vóórkomen van een 
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interactiepatroon waarbij aanmoediging en ondersteuning moeders coöperatie/positieve 
veranderingen uitlokt kan gezien worden als een teken van vooruitgang in de behandeling. 
Verschillende factoren kunnen de proces-resultaat bevindingen hebben beïnvloed. 
Deze factoren zijn bekend als bedreigingen voor de interne validiteit. Selectie, rijping, 
levensgebeurtenissen en instrumentatie worden beschouwd als de belangrijkste 
bedreigingen in dit onderzoek. In deze studie lijkt het echter niet aannemelijk dat de 
variatie in therapieresultaat veroorzaakt wordt door deze factoren. 
De combinatie van procesvariabelen dat de afname van opvoedings- en 
gedragsproblemen kan voorspellen wordt geïnterpreteerd als ondersteuning van een 
samenwerkingsmodel. De basiskenmerken van dit model komen overeen met de principes 
van de methodiek van het Gezinsproject: aansluiten bij de positieve mogelijkheden van het 
gezin, benadrukken van de verantwoordelijkheid van de gezinsleden en het aannemen van 
een zorgzame en respecterende houding. 
Aanbevelingen voor de praktijk kunnen op twee niveau's worden gegeven. Op een 
moleculair niveau spelen zowel de coöperatieve interactiepatronen tussen hulpverlener en 
moeder als het gebruik van bepaald hulpverlenersgedrag (bijvoorbeeld herfomuleren) een 
belangrijke rol. Tijdens de eerste behandelingsfase, is met name de timing van 
aanmoediging en ondersteuning door de hulpverlener van belang. Tijdens de derde 
hulpverleningsfase daarentegen, lijken hoge percentages van aanmoediging en 
ondersteuning effectiever. Op een algemeen niveau lijken basiselementen in succesvolle 
behandelingen bij het Gezinsproject het vormen van een ondersteunende relatie, het 
versterken van de mogelijkheden van de ouders, het herformuleren van hun ervaringen en 
het uitspreken van positieve verwachtingen. 
In verder onderzoek moet het predictor-resultaat model worden gevalideerd bij 
andere steekproeven van intensieve thuisbehandelingen. Op het gebied van 
gezinstherapie-procesonderzoek behoeven twee onderwerpen meer aandacht. Op de eerste 
plaats factoren betreffende de therapeutische interactie welke reeds in de eerste gesprekken 
positieve veranderingen zoals verbetering van oudergedrag katalyseren. Op de tweede 
plaats moeten positieve veranderingen tijdens de behandeling gekoppeld worden aan het 
bereiken van uiteindelijke behandelingsdoelen, bijvoorbeeld het voorkómen van 
uithuisplaatsing. 
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APPENDIX A 
The Category System for Therapist Behavior (CSTB): 
Categories and Rccoded Categories 
Categories New codes (receded categories) 
Pulling in concrete terms 
Problem exploration 
Asking for elucidation 
Information gathering 
Problem elucidation 
Problem inventory 
Conclusions of the therapist 
Stimulating insight 
Controlling/Guiding the conversation 
Build-up of therapy 
Evaluation 
Structuring therapy 
Mediating Mediating 
Relauvizc/Puiung in perspective 
Enhancing client's commitment 
Supporting 
Verbally following the client 
Enoouragcmcnl/Support 
Changing of experience Changing of experience 
Presenting and carrying out resolution possibility Presenting and carrying out 
resolution possibility 
Tension reducing remarks Tension reducing remarks 
Remainder Remainder 
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APPENDIX В 
The Coding System for the Interaction in Psychotherapy (CIP): 
Adapted Client Scale and Recocled Categories Used for Hypothesis 
Testing 
Adapted Client Scale New codes (first recoding) 
Self-disclosure 
Expression of роыіі с feelings 
Expression of negative feelings 
Change reports 
Attempted control 
Reports on success 
Insight 
Cooperation 
Goal formulation 
Expression of confidence 
Proposals for change 
Clarification 
Addressing therapeutic relationship 
Request lor information 
Problem description 
Background information 
Background information-general 
Background information positive 
Description specific problems 
Viewpoint 
Vague description 
Concrete description 
Positive behaviour 
Short answers 
Resistant behaviour 
Avoidance/Refusal 
Criticism/Provocation 
Resignation 
Rest 
Family ulk 
Rest 
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1 π ι nan ve/Coopcralion 
(change-rclevanl suicmcnLs) 
Problem description 
Short answers 
Resistant bchauour 
Rest 
APPENDIX С 
The Coding System for the Interaction in Psychotherapy (CIP): 
Adapted Client Scale and Recoded Categories Used for Exploratory 
Analysis 
Adapted Client Scale New codes (second recoding) 
Change reports 
Attempted control 
Reports on success 
Insight 
Cooperation 
Goal formulation 
Expression of confidence 
Proposals for change 
Problem description-Positive behaviour 
Self-disclosure 
Expression of positive Icelings 
Expression of negative leclings 
Clarification 
Addressing therapeutic relationship 
Request for information 
Problem description 
Background information 
Background information-general 
Background information-positive 
Description spcciTic problems 
Viewpoint 
Vague description 
Concrete description 
Cooperation/Positive Changes 
Sell disclosure 
Clarification 
Background infomalion 
Specific problem description 
Short answers Short answers 
Resistant behaviour 
Avoidancc/Rcíusal 
Criticism/Provocation 
Resignation 
Rest 
Family talk 
Rest 
Resistant behaviour 
Resi 
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APPENDIX D 
The Vanderbilt Psychotherapy Process Scale: 
4 subscales with items 
Patient Involvement 
Patient Participation 
actively participated 
initiative 
logical (understandable) 
trusts therapist 
withdrawn (-) 
inhibited (-) 
spontaneous 
passive (-) 
Patient Hostility 
negative reaction to therapist's comments 
hostile 
Irustraicd 
impatient 
intellcuuali/ing 
delensive 
Therapist Offered Attitude 
Negative Therapist Attitude 
negatively confronted patient 
intimidating 
authoritarian 
lecturing 
defensive 
judgmental 
Therapist Warmth and Friendliness 
therapist communicated approval of paucnl 
showed warmth and friendliness 
helped patient leel accepted 
supported patiocnt's confidence 
cm pathetic 
involved 
relaxed 
optimistic 
rcspccilul 
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APPENDIX E 
The category system Гог child-rearing and behavioural problems 
Child-rcanng problems 
Affective relations 
Al aiïccuvc deficit 
A2 distrust, feeling оГ powcrlcssncss 
A3 negative reacting on the child 
Power relations 
PI inconsistent, bad model, impotence 
P2 lack of mutual agreement 
P3 not helping 
Freedom of choice 
Fl rigid impression of the child 
F2 rigid expectations, projection 
F3 enforcing, indoctrinating 
Behavioural problems 
Emotional problems 
El somatically expressed, с g , bcd-wctling, tics 
E2 fear of failure, attention deficit, defensive 
E3 depressed, passivity 
Socially unadjusted behaviour 
51 disobedient (at home), unmanageable, aggrcssne at home, irascible, manipulating 
52 lying, unreliable 
53 truancy, running away 
54 delinquency, criminal friends, vandalism, outdoor agrcssivcncss, sadistic 
55 bad relationships with peers, disturbed social relationships, disdaining others 
56 immature, cannot handle money, not Uking responsibility 
57 misbehaviour at school, making no cllon at school 
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APPENDIX F 
A pilot qualitative analysis on motivating strategies 
Introduction 
The quantitative analyses demonstrated that therapy outcome (i e , reduction in 
educational and behavioural problems) could be predicted partially from therapist-mother 
interactions One of the intriguing results was the strong interrelationship between the 
occurrence of an interaction pattern in the beginning of the third treatment phase and 
problem reduction It was showed that in the most successful treatments, the mothers 
reacted contingently on encouraging and supporting statements from the therapist with 
cooperation and references to positive changes It is not clear why only m some cases 
encouragement and support elicited these constructive statements from the mother Since 
the interaction pattern appeared to be relevant in the sessions in which the therapist must 
motivate the parents to tackle the problems actively, the use of motivating strategies may 
play a role 
At the current stage of family therapy research, qualitative methods seem promising 
(Gilgun, 1992) Moon, Dillon & Sprenkle (1990, 1991) argue that these methods, 
combined with quantitative methods, are necessary to obtain a deeper understanding of 
family therapy processes Rank (1992) demonstrated the advantage of the combination of 
quantitative and qualitative methods Relationships obtained by the first can be clarified by 
the latter From the qualitative methods, the Grounded Theory approach may be very 
suitable to explore motivating processes Within the field of psychotherapy process 
research, the attention for this approach has been growing recently (see Angus, 1992, Hill 
& Corbe«, 1993, Rennie, 1992) The Grounded Iheoiy approach is not hindered by the 
lack of quantifiable categories and micro theones On the contrary, it can be seen as an 
important method for developing categories and theones New theories are formulated on 
the basis of (grounded in) the empiricism 1 he ìescarcher starts with vaguely formulated 
questions and some preliminary concepts Data colectmn and analyses alternate For the 
analysis, the constant comparative method is employed to detect similarities and 
differences between relevant elements Data collection and analyses continue until the 
concepts become saturated New cases do not result in new concepts or reformulating of 
the theory (see Maso, 1987, Smaling & Van Zuuren, 1992, Turner, 1981, Wester, 1987) 
The objectives of the present pilot analyses are 
1 To get a first impression of motivating strategies used in FPA treatments 
2 To formulate a hypothesis regarding the question Which motivating strategies may 
enhance the chance that encouragements and supporting statements elicite constructive 
statements from the mother9 
Material 
For this pilot study, 4 treatments were selected The veibatim texts from the first three 
sessions in the third treatment phase were used for the quantitative as well as the 
qualitative analyses Two male therapists were involved in the 4 cases Table 29 shows 
that each therapist conducted one treatment in winch his encouragements in the third 
treatment phase elicited cooperative behaviour trom the mother A ζ value greater than 
1 65 indicates the occurrence of the interaction pattei η I he two therapists also treated two 
families in which the mother did not contingently leact on supporting statements with 
cooperation or remarks that indicate positive changes 
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Table 29 Z-values of the sequence Encour/Support->Coop/Pos. 
changes (mother) in Phase III 
Family A (nr. 1) В (nr. 4) С (nr. 11) D (nr. 10) 
Therapist 1 3.49 -.41 
Therapist 2 2.46 -1.18 
Analysis and results 
Only the first phases from the Grounded Theory approach, viz. the phase of exploration 
and the phase of specification (see Peters, Wester & Richardson, 1989), were used for 
the qualitative analysis. 
The phase of exploration 
Step 1. Formulating provisional questions 
The first question in this qualitative analysis is which strategies are used by the therapist 
to motivate the parents to try another child-rearing attitude or to apply specific advice. 
Units of analysis are formed by 4 blocks consisting of three verbatim texts (from the 
beginning of treatment phase III), segmented into scenes or episodes. Rennie and 
Toukmanian (1992) suggest that episodes or therapeutic events should be broad enough 
to capture the main themes in therapy yet narrow enough to enable an in-depth study of 
the therapy process. In the present analysis, segmenting of the texts was based on 
changes in subject, for instance from the explanation of diagnostic test results to the 
discussion of possible solutions. 
Step 2 Formulating provisional concepts 
After reading texts from treatments A and B, catchwords were attributed to scenes which 
seem to reveal anything from the therapist's efforts to increase the client's motivation. 
Catchwords should represent the essence of the scene and must be as concrete and 
descriptive as possible. Provisional coding of the texts resulted in the following 
catchwords: 
-emphasizing positive aspects in the family 
-expressing positive expectations (that the advice will be effective) 
-expressing positive expectations (that the parents will be able to influence their child's 
behaviour) 
-judo (=not refuting parents explanations concerning the problem behaviour) 
-explaining advice 
-qualifications/reassurences. 
The phase of specification (Constant comparative method) 
Step 1 Selecting and coding new units 
The texts from treatments С and D (Table 29) formed the new units of analysis. The 
scenes from these treatments were coded with the provisonary catchwords, formulated in 
the phase of exploration. If necessary, new catchwords were added. This yielded two 
new keywords: 
-discussion of low expectations 
-working on a limited number of attainable goals. 
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Step 2. Elaborating and arranging central concepts 
The comparison of scenes with the same keywords resulted in a preliminary arrangement 
of keywords and formulation of two motivating strategies (see Table 30) Grouping and 
reformulating was based on similarities and differences between keywords (see Strauss & 
Corbin, 1990, pp 67-69) 
Table 30 Preliminary arrangement of keywords 
Molivaung strategics 
I I 
Emphasizing pos, aspects Stimulating pos, expcctalions 
-capacities of the parents compilante to advice will 
yield pos results 
-qualities of the child -pos rclormulaling 
-qualities of the family therapy centred on a limited 
number of attainable goals 
Step 3. The elaboration of central concepts to dimensions and indicators 
In the previous step, reformulated keywords were grouped on the basis of resemblances 
These resemblances within two groups of keywords yielded the tentative formulation of 
two motivating strategies, being Emphasizing positive aspects and Stimulating positive 
expectations They can be viewed as the positive poles of dimensions Dimensions 
represent continua on which categories (e g, emphasizing qualities of the parents) can be 
located (see Strauss & Corbin, 1990, pp 69-72) The positive poles of the dimensions 
were based on the texts analysed By formulating opposite poles, dimensions were 
formed Further, categories, indicating these opposite poles were added Table 31 
represents the hierarchical scheme of dimensions of motivating strategies and categories, 
the indicators for one the poles of a dimension Next, these 'negative' indicators were 
noted at the scenes representing a 'negative' way of motivating 
Step 4 Constructing variables 
In the previous steps, units of analysis were the scenes from 4 cases 
In this step, each case as a whole forms the unit of analysis The 4 treatments can be 
compared with respect to their 'scores on the dimensions tor the way of motivating The 
Table 32 summarizes which categories on two dimensions for motivating, occurred in a 
specific treatment 
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Table 31 Keywords, used as indicators for dimensions of motivating 
1 
dimensions Emphasis or 
of Family 
1 
1 
emphas. on 
strenghts 
-emphasis on 
capacities parents 
-emphas pos quai 
WAY OF MOTIVATING 
ι qualities 
members 
1 
emphasis on 
limited qual. 
-emphas hm 
capac parents 
-emphas lim 
capaciues of the 
child 
1 
Stimulating expectations 
1 
1 
1 
high expect. 
-pos rcformul 
low expectations 
(there arc possi­
bilities yet) 
-a restricted number 
of attainable goals 
-advice will be effect 
1 
low expect. 
-pos change will 
be difficult 
-reaching goals will child 
be difficult 
-advice may be 
ineffective 
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Table 32 Categories for motivating used within 4 treatments 
Dimension Emphasizing qualities in the family 
Emphasi7e pos. quai Emphasise lim ned qualities 
Family 
С 
D 
emph pos quai child 
emph. pos. quai family 
emph. pos. qua) child 
emph. pos quai family 
emph pos quai child 
emph pos quai family 
emph. pos. quai, parenis emph lim qual child 
Dimension Stimulating expectations 
High expectations Low expectations 
Family 
-advice will 
be effective 
-pos rcformul 
Low expectations 
-pos rcformul 
Low expectations 
- a rcstnclcd number 
attainable goals 
-advice will be effect 
-pos reform 
low expectations 
-positive change will be difficult 
-reaching gails will bcdillicult 
-pos. change wíl be dilficult 
-reaching goals will be difficult 
Motivating profiles within four treatments 
Based on the qualitative scores on the two formulated dimensions, a general profile of 
motivating strategies used in each treatment can be given 
In treatment A, the therapist emphasizes the strenght of the family members. He is 
expressing positive effects, when his advice is followed Despite negative influences from 
past experiences, the parents have sufficient opportunities for positively influencing their 
child's behaviour. 
In treatment B, the therapist emphasizes the strenght of the family members At the same 
time, he is expressing that the opportunities for positive change may be scarce, and goals 
may be difficult to reach 
In treatment C, the therapist stresses positive qualities of the child He is expecting 
positive effects from his advice, despite many negative experiences The family should 
aim at a few goals which are attainable step by step. 
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In treatment D, the therapist emphasizes the strength in the family as well as the limited 
capacities of the child. Despite these limited capacaties, the parents may be of great 
importance with regard to their child's development. The opportunities for positive 
change will be scarce, the goals will be difficult to reach. 
In sum, the four cases differ somewhat with respect to the way positive qualities are 
emphasized by the therapist. Obviously, there is more variation in the way the two 
therapists are stimulating positive expectations. Each therapists considerably varies the 
way he is trying to optimize the parent's confidence. In the treatments A and C, the 
therapist is consistently stimulating positive expectations. Positive reformulating of low 
parental expectations (based on negative experiences), aiming at a few attainable goals and 
stressing positive effects from following advice may be used as tactics for stimulating 
positive expectations. In treatments В and D, the therapist is only minimally stimulating 
high expectations. 
Step 5. Explorating interrelationships between variables 
This step in the Grounded Theory approach implies that links between variables obtained 
by qualitative analysis only are explored. In contrast with the usual approach, a variable 
obtained by quantitative methods (i.e., sequential analysis) can be associated with a 
variable obtained by qualitative analysis. The first variable is the z-value for the sequence 
Encouragement/Support followed by Cooperation/Positive changes from mother. The 
high z-values in treatments A and C, indicated the occurrence of a pattern on the level of 
speech acts (see Table 26). With the second variable, the motivating profile, variations in 
the use of motivating strategies were described. Combinating these two variables yield the 
tentative hypothesis concerning the beginning of the third phase in FPA treatments: 
When the therapist consistently is stimulating high expextations, by positively 
reformulating low expectations expressed by the parents, by explicitly aiming at 
attainable goals step by step, and by stressing that taking his or her advice will lead 
to the desired changes in the family, his or her encouragements and supporting 
statements will elicile cooperation and references to positives changes, expressed by 
the mother. 
Suggestions for future research on motivating processes 
The preliminary hypothesis raises a number of questions which may be answered in 
future qualitative research. The qualitative analysis of 4 cases resulted in the formulation 
of two motivating strategies. It is very likely that the analysis of new cases will result in 
the formulation of additional strategies used in FPA treatments and reformulation of the 
original hypothesis. The developing theory may include the expectations of therapist, 
based on initial progress. Furthermore initial therapy expectations of the parents may play 
a crucial role in the motivating process (see Wels & Robbroeckx, 1991). The developing 
theory about motivating processes within family therapy should be based ('grounded') on 
various forms of triangulation (see Nievaard, 1990; Passchier, 1992). Post-session 
observations by therapists and clients may serve as powerful data-triangulation (Elliot & 
Shapiro, 1992). Finally, the new theory yields hypotheses which may be tested with 
quantitative methods. In that case, quantitative methods are used as a form of method-
triangulation (see Nievaard, 1990; Passchier, 1992). 
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